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Surgical Significance of the 


Anorectal Musculature 


R. V. GORSCH, M.D., D.A.B.P., F.A.P.S., F.I.C.S. 
NEW YORK CITY, NEW YORK 


URBAN R. FINNERTY, M.D., D.A.B.P., F.I.C.S. 
MONTCLAIR, NEW JERSEY 


to discuss the important anatomic 

relations of the anorectal muscula- 
ture to surgical treatment of the more 
common anorectal conditions. 


Hemorrhoidectomy. — Over the ages, 
hemorrhoidectomy has been done with less 
regard for the anatomic aspects of the 
anorectal region than almost any other 
surgical procedure. This fact has prob- 
ably been responsible for the endless va- 
riety of new and sometimes bizarre tech- 
nics advocated for this common and 
ancient disorder. 

The subcutaneous external sphincter 
and the conjoined longitudinal muscle and 


Te purpose of this presentation is 


Submitted for publication March 24, 1953. 


its extensions are the two important mus- 
cles in hemorrhoidectomy (Fig. 1). Sat- 
isfactory hemorrhoidectomy requires ade- 
quate exposure of the anal canal. Anal 
fibrosis, pectinosis, or the pectin band 
commonly associated with hemorrhoidal 
disease usually involves the subcutaneous 
external sphincter muscle and prevents 
complete exposure. Posterior sphincterot- 
omy, including incision and excision of 
anal fibrotic areas, then becomes an im- 
portant part of hemorrhoidectomy. Nei- 
ther specula nor anal retractors nor di- 
vulsion is a substitute for sphincterotomy. 

Denudation of the transitional zone of 
the anal canal, with high stripping of the 
hemorrhoidal stumps above the dentate 
line, has been largely responsible for the 
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Subcutaneous external 
sphincter ani 


Longitudinal muscle 


Prolapsed thrombosed 
intero-external hemorrhoid 


Fig. 1.—Anatomic sketch showing prolapsed thrombotic hemorrhoid in relation to the muscles of the 


anal area. 


\ 


undesirable complications of hemorrhoid 
operations. This zone, covered by the ano- 
derm, lies directly in the grasp of the 
sphincters and contains a highly sensitive 
area adjacent to the dentate line. The swb- 
cutaneous external sphincter muscle marks 
the lower boundary of the transitional 
zone, and adequate exposure of the mus- 
cle, therefore, becomes one of the more 
important steps in the hemorrhoidal tech- 
nic, regardless of minor modifications. In 
general, hemorrhoidal pedicles should 
preferably be tied off at the lower level of 
the subcutaneous external sphincter mus- 
cle. Milligan and Morgan, and more re- 
cently Blaisdell, have described hemor- 
rhoidal ligature technics in which a mini- 
mal denudation of the transitional zone is 
an essential factor (Fig. 3). The post- 
operative course of hemorrhoidectomy 
may be aggravated by protracted spasm 
of the subcutaneous external sphincter 
muscle, which tends to retard healing and 
predisposes to pain, edema, infection, 


thrombosis and excessive scarring. When 
these common undesirable conditions are 
anticipated because of poor drainage or 
excessive muscular spasm, posterior 
sphincterotomy with adequate skin drain- 
age is indicated. A posterior sphincterot- 
omy may be of more significance to sub- 
sequent asymptomatic defecation than is 
removal of the hemorrhoids. 

The extensions of the conjoined longi- 
tudinal muscle into the intermuscular sep- 
tum, through the subcutaneous external 
sphincter muscle and into the perianal 
skin, form an integral part of the entire 
anal sphincter mechanism. The important 
complementary action of the pubococcy- 
geus and puborectalis muscles in defeca- 
tion is effected through these extensions. 
They retract the internal hemorrhoidal 
annulus after defecation and, in addition, 
form its more important supportive ma- 
trix. An essential point in hemorrhoidec- 
tomy is preservation of the conjoined 
longitudinal extensions below the level of 
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the intermuscular septum. The guide to 
these extensions is adequate exposure of 
the subcutaneous muscle (Figs. 1 and 2). 
Their inclusion in the transfixion of the 
hemorrhoidal pedicle prevents high re- 
traction of the stump and the undesirable 
denudation of the anal canal and sphinc- 
teric or terminal rectum (Fig. 3). Unnec- 
essary destruction of these extensions, 
moreover, may cause dysfunction in the 
mechanism of defecation, with undesirable 
and sometimes intractable sensory dis- 
turbances. The untoward sequelae of the 
old Whitehead hemorrhoidectomy, which 
completely circumcises these extensions, 
are too well known to require further 
comment. 

Fissure: The Anal Sphincters in Fis- 
surectomy.— The subcutaneous external 
sphincter muscle is the structural cause 
of anal fissure, because of its annular ar- 
rangement and its fixation by the exten- 


Resion of ano- 
rectal ring 


Prolapsed hemorrhoid 
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sion of the conjoined longitudinal muscle. 
Fissure initially involves the anoderm, 
which ruptures at or near the posterior 
median edge because it is fixed at this 
point by the conjoined longitudinal exten- 
sions and the subcutaneous external 
sphincter muscle, and not because this is 
a weak spot in the anal canal (Fig. 4). In- 
fection, anal spasm, fibrosis and pectino- 
sis are complementary etiologic factors. 
The precipitating cause is usually exces- 
sive straining provoked by a fecal mass 
that cannot accommodate itself to the anal 
marginal outlet. The so-called weak spot 
explanation for the posterior location of 
fissures would tend to be refuted by the 
fact that complete division of the subcu- 
taneous external sphincter muscle, which 
usually cures the fissure, could scarcely be 
interpreted as strengthening the posterior 
anal tissues. Complete division of the 
subcutaneous external sphincter in the 


Circular muscle 


Longitudinal muscle 


Superior hemorrhoidal 
vein 


Puborectalis muscle 


Deep and superficial 
external sphincters 


Submucous space with 
internal hemorrhoidal plexus 


Subcutaneous external 
sphincter 


Perianal space with 
external hemorrhoidal plexus 


Corrugator culis ani 


Attachment of Jongitudinal muscle 


Fig. 2.—Musculature of anal area. 
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Ligated pedicle 





Skin cut 


Attachment of longitudinal muscle 


Fig. 3.—Transfixion of pedicle (see text). 


posterior commissure is usually the mini- 
mal surgical treatment for the complete 
relief and nonrecurrence of the chronic 
anal fissure. This permits descent and 
flattening out of the anal musculature 
without overdistention of the posterior 
marginal anoderm. It is important to di- 
vide or dissect out the anal fibrosis as in- 
dicated in connection with sphincterotomy. 

Anal Stenosis (Contracted Anus).—The 
anorectal musculature in this condition is 
more or less adherent to the scarred ano- 
derm and rectal mucosa. The rigid anal 
outlet is limited in both dilation and con- 
traction, and the mechanism of defecation 
may become highly obstructive and pain- 
ful. The subcutaneous external sphincter 
muscle, owing to its annular arrangement 
and fixation, accounts for the greater part 
of the stenosis. 


Since the landmarks of the anal muscu- 
lature are usually obliterated in the pres- 
ence of anal stenosis, the operation must 
be done on the recognition of the puborec- 
talis sling, or anorectal muscle ring (Figs. 
2 and 4). Satisfactory results usually de- 
mand complete division of the fibrous tis- 
sue and musculature up to the lower 
posterior margin of the anorectal muscle 
ring. The incision is best carried out un- 
der digital control and followed by ade- 
quate posterior triangular skin drainage. 
The extreme sacral end of this drainage 
wound should be on the same level as the 
puborectalis muscle (anorectal muscle 
ring). 

Suture of the rectal mucosa, well freed 
up on either side, to the lateral and me- 
dian edges of the incision often facilitates 
healing, provides a mucosal surface and 
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improves the elasticity of the “new” anal 
canal. 

The common causes of the recurrence 
of anal stenosis are: (1) failure to divide 
the anal fibrosis completely up to the 
puborcetalis muscle; (2) failure to estab- 
lish adequate posterior skin drainage, and 
(3) inadequate postoperative care. 

Unrelieved anal stenosis may lead to an 
intractable neurosis. 

Fistula. — The subcutaneous external 
sphincter and the puborcetalis and pubo- 
coccygeus portions of the levator ani mus- 
cle are highly significant in the pathogene- 
sis and surgical treatment of anorectal 
fistula. Operation for anal fistula is too 
commonly done on the basis of an erro- 
neous concept of the anorectal muscula- 
ture, with failure to evaluate the relative 
importance of the several muscular strata 
in relation to anal continence. Poor re- 
sults in the surgical treatment of fistula, 
especially of the recurrent variety, may 
be partly explained on this basis. 

Since it is very difficult, if not impos- 
sible, to identify the individual strata of 
the external sphincter at operation, the 
amount of anorectal musculature divided 
should be done on the basis of two well- 
defined and permanently palpable land- 
marks, namely, the anal intermuscular 
septum (anal attachment of the conjoined 
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longitudinal muscle, Figs. 1 and 2) and 
the anorectal ring (Fig. 4). It has been 
repeatedly confirmed that preservation of 
a small but complete portion of this ring 
will allow control of normal feces. Its pos- 
itive identification is of first importance in 
operations for high level anal and /or ano- 
rectal fistulas. The crux of a successful 
operation for fistula is the determination 
of the precise relation of the main tract 
and its primary or internal opening to the 
anorectal muscle ring and the intermuscu- 
lar septum. On this concept, fistulas are 
anatomically classified thus: 


1. Subcutaneous or submucous—5 per 
cent 

2. Low anal—75 per cent 

(The tract enters the anal canal at or 
below the intermuscular septum.) 

3. High anal—15 per cent 

(The tract enters the anal canal above 
intermuscular septum but below anorectal 
ring.) 

4. Anorectal—5 per cent 

(The main tract extends above the ano- 
rectal muscle ring, and the internal open- 
ing may be above or below it.) 

The descriptive terms “complete,” “in- 
complete,” “blind,” “internal” and “ex- 
ternal” as applied to fistulas are of 
secondary importance. 


99 663 


“ce 


Region of anorectal ring 


Fig. 4.—Muscles in relation to anal fissure. 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


In the presence of the low anal va- 
riety of fistula, the subcutaneous external 
sphincter muscle is principally concerned 
in both pathogenesis and surgical treat- 
ment. The infection usually invades the 
perianal space through the intermuscular 
septum. The resultant abscess most often 
remains confined to this space because of 
the limitation of the transverse septum 
from the extensions of the conjoined longi- 
tudinal muscle, which separates the peri- 
anal from the ischiorectal space. The sub- 
sequent fistulous tract extends parallel to 
the skin, with an internal opening at or 
below the intermuscular septum. The 
parallel or horizontal direction taken by 
the probe in the tract is a diagnostic fea- 
ture. Division of all or part of the sub- 
cutaneous muscle is all that is necessary 
in surgical treatment of this fistula, and 
there is little or no fear of subsequent in- 
continence. 

With the high anal and anorectal fistu- 
las, infection usually involves the ischio- 
rectal and /or pelvirectal spaces. Operation 
for these fistulas requires constant and 
positive identification of the rectal wall 
and the anorectal muscle ring. This is 
preferably done under continual guidance 
of the index finger in the rectum. 

The deep external sphincter fuses with 
the puborectalis and with it forms the 
anorectal ring. The anterior portion of 
the anorectal muscle ring is completed by 
the deep part of the external sphincter, 
while laterally and posteriorly it is formed 
by the puborectalis U-shaped sling. The 
intimate relation of the deep external 
sphincter muscle to the levator ani makes 
separate identification of these muscles 
very difficult with the patient under anes- 
thesia. 

The anatomic conformation of the 
puborectalis and the pubococcygeus con- 
trols the spread of infection in the ischio- 
rectal space and determines the path of 
the subsequent fistula. The main tract of 
the fistula extends upward and parallel 
and outside the muscles surrounding the 
anal canal to the roof of the ischiorectal 
space, which is a diagnostic feature. In 
the anterior extension it passes forward 
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to the pubis above the triangular ligament. 
More commonly, an extension to the oppo- 
site space may pass posteriorly along the 
sling fibers of the puborectalis. This tract 
lies below the anococcygeal raphe but 
above the coccygeal origin of the super- 
ficial external sphincter muscle (deep pos- 
terior communicating space, Fig. 5). In- 
duration spreading along and partially 
within the fibers of the puborectalis may 
give rise to the erroneous impression that 
the submucous space of the rectal wall is 
involved in the inflammatory process. 
Fortunately, in these cases the internal 
opening lies below the level of the anorec- 
tal ring. 


Incontinence Ani. — The subcutaneous 
external sphincter muscle, on account of 
its easy recognition and annular arrange- 
ment, is important in the surgical treat- 
ment of anal incontinence. 

Blaisdel has presented the advantages 
and improved functional results following 
“reefing” of the anterior aspect of this 
muscle, particularly in the female 
(through a vaginal approach). This pro- 
cedure, when applicable, is much superior 
to the orthodox practice of excising the 
scar tissue and attempting to unite the re- 
tracted muscle ends, for the following 
reasons: the scarred muscle ends are very 
difficult to identify; the sutures readily 
tear out, and infection is almost inevitable, 
regardless of the type of suture and the 
suture tension. 

Lateral plication, or “reefing,” although 
less effective, may also be done in the scar 
or in the intact musculature on the oppo- 
site side. 

Rectal Carcinoma. — In the surgical 
management of rectal carcinoma, equivo- 
cal opinions are expressed concerning the 
“preservation of the sphincters” in rela- 
tion to the lower limits of the tumor and 
the adequacy of surgical extirpation. 

In this regard it may be emphasized 
that fecal continence is both rectal and 
anal, and depends on a coordinated activ- 
ity in which the sphincteric portion of the 
rectum (the levator sling) and its afferent 
nerve supply have failed to receive ade- 
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Bulbocavernosus 


exlernal 
Sphincter 


“\ ——> Superficial 


Deep external sphincler 


Posterior communicating 
space 


Fig. 5.—Anorectal muscles concerned in operation for anal fistula. 


quate evaluation by the surgeon. Fistula 
operations repeatedly confirm the impor- 
tance of the levator sling and the con- 
joined longitudinal muscle in anal conti- 
nence. 

Since the levator muscle and its afferent 
nerve supply are usually destroyed, par- 
ticularly in the “pull-through procedures,” 
sphincter preservation becomes a relative 
accomplishment, dependent primarily on 
the residual activity of the external anal 
sphincter alone. The adequacy or degree 
of ultimate functional control is scarcely 
predictable. Preservation of “anal conti- 
nence,” “the retention of the functional 
anal canal,” “sphincter preservation,” etc., 
are no doubt worthy objectives, but the 
entire anorectal musculature and its sen- 
somotor apparatus require critical evalua- 
tion in their attainment. 


SUMMARY 


The authors discuss the anorectal mus- 
culature from the surgical point of view, 
dealing successively with the surgical 
treatment of hemorrhoids, fissure, anorec- 


tal stenosis, fistula, anal incontinence and 
rectal carcinoma. The correlation of the 
anatomic and surgical aspects in treatment 
of these conditions is emphasized through- 
out. 


RESUME 


Les auteurs étudient la musculature an- 
orectale du point de vue chirurgical, pas- 
sant successivement en revue le traitement 
chirurgical des hémorroides, de la fissure, 
de la sténose anorectale, de la fistule, de 
l’incontinence anale et du carcinome rectal. 
Ils soulignent abondamment la relation des 
aspects anatomiques et chirurgicaux dans 
le traitement de ces affections. 


RIASSUNTO 


Viene descritta la muscolatura anoret- 
tale del punto di vista anatomo-chirurgico, 
con particolare riguardo alla cura opera- 
toria delle emorroidi delle ragadi, delle 
stenosi anorettali, delle fistole, dell’incon- 
tinenza anale e del cancro del retto. Ven- 
gono messi in rilievo i rapporti fra ana- 
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tomia e chirurgia nella cura di tutte queste 
affezioni. 


ZUSAM MENFASSUNG 


Die Verfasser erértern die chirurgische 
Bedeutung der anorektalen Muskulatur in 
der Behandlung von Hamorrhoiden, Fis- 
suren, anorektalen Stenosen, Fisteln, In- 
kontenenz des Afters und Mastdarmkar- 
zinomen. Die engen Beziehungen der 
chirurgischen Gesichtspunkte und der 
anatomischen Verhiltnisse bei der Be- 
handlung dieser Erkrankungen werden 
hervorgehoben. 


RESUMEN 


Los autores discuten la musculatura an- 
orrectal desde el punto de vista quirtrgico, 
tratando sucesivamente el tratamiento 
quirtrgico de las hemorroides, fisura, este- 
nosis anorrectal, fistula, incontinencia anal 
y carcinoma del recto. Se senala la cor- 
relacién de los aspectos anatémicos y los 
quirurgicos en el tratamiento de estos 
padecimientos. 
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A man of sterling worth and great intellect, and who is known as such, 


is not ugly, even if his features are ever so irregular. And if he is indeed 


the reverse of good-looking, this does not impress one disagreeably. 


—La Bruyére 





The Degenerated Lumbar Disc: 
Treatment by Vertebral Body Fusion 


RALPH B. CLOWARD, M.D., F.A.C.S., F.I.C.S. 
HONOLULU, HAWAII 


WENTY years have passed since the 
original description of the ruptured 
disc syndrome by Mixter and Barr. 

One would expect the problems of a new 
clinical entity to be completely worked 
out in that period, particularly with the 
voluminous accumulation of medical lit- 
erature on the subject. This, unfortu- 
nately, is far from true. Both neurosur- 
geons and orthopedic surgeons are still 
finding many patients whom they are un- 
able to cure by the conventional surgical 
procedures employed for the disc lesion. 
Surgeons who do a considerable amount of 
surgical treatment of the disc, by what- 
ever surgical method, are frank to admit 
that the patient who is most likely to get 


a poor surgical result is the one with the 


so-called degenerated disc. Neurosur- 
geons, as a rule, advise against cutting 
into a disc that does not show rupture of 
the annulus with intraspinal herniation of 
disc fragments.? Orthopedic surgeons note 
the highest percentage of failure (to re- 
lieve back pain) in spinal fusion opera- 
tions for the collapsed disc.’ 

It is the purpose of this communication 
to present a study of a series of degener- 
ated intervertebral discs. The pathologic 
picture with regard to the disc is evalu- 
ated in relation to the history of trauma, 
the clinical symptoms, the age and sex of 
the patient and the roentgen observations. 
A method of surgical treatment is de- 
scribed, which in my hands has given re- 
sults far superior to those obtained by any 
other surgical method. 

Material. — The study comprises pa- 
tients operated on by myself during the 
latter part of 1951, 1952 and 1953: a total 
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of 128. This group was chosen for study 
because each patient was given exactly the 
same preoperative workup, and underwent 
the same operative procedure and the 
same postoperative care. Each has been 
closely followed postoperatively to the 
time of writing (April 1954) to determine 
the end results. For statistical purposes, 
more valuable conclusions can often be 
drawn from study of a small group of well 
worked up cases than from a large series 
in which the information on many is in- 
complete. 


Mechanism of Production of the Degen- 
erated Disc; Pathologic Picture. — The 
intervertebral disc is composed of the 
cartilagenous plates, the annulus fibrosus 
and the nucleus pulposus. The last-men- 
tioned structure, a remnant of the embry- 
onic notocord, is a soft gelatinous mass in 
the center of the disc, with the noncom- 
pressible properties of a liquid. The lami- 
nated fibrous layers of the annulus main- 
tain the nucleus in a globoid shape when 
it is confined under pressure, acting as a 
shock absorber between the vertebral 
bodies. 

The shift of weight bearing caused by 
change of position of the spinal column 
changes the shape and position of the nu- 
cleus, thus exerting greater pressure on 
the annulus. Acute rupture of the fibers 
of the annulus may occur if sufficient force 
is applied, or the fibers may gradually 
give way under continued strain over a 
long period. With a break in the fibers 
that confine the nucleus pulposus, the non- 
compressible support between the verte- 
bral bodies is lost. The settling and com- 
pression of a torn disc, with resultant 
additional mechanical strain on the inter- 
vertebral joint, contributes to the process 
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Fig. 1.—Thin degenerated disc at L3-4 with large 
osteophyte in a man, aged 49, who had suffered 
severe back pain for twelve years. 


of degeneration of the vertebral disc. 

Key‘ has suggested three possible mech- 
anisms responsible for the degeneration 
of an intervertebral disc: 1. Internal fric- 
tion of the oblique and interlacing fibers 
of the annulus on one another in the vari- 
ous twisting movements of the spine may 
cause these fibers to degenerate. 2. The 
remoteness of the nucleus and central 
fibers of the annulus from their blood sup- 
ply make for lowered metabolism of tissue 
cells, which may result in degeneration 
during periods of tissue starvation. 3. 
Even though the normal healthy disc with- 
stands tremendous traumatic insults, 
acute violent trauma or continued minor 
stresses may weaken it and lead to even- 
tual rupture followed by degenerative 
changes with collapse, possible herniation 
and absorption.® 

Horwitz* studied the cadavers of 75 
persons between 45 and 90 years of age. 
He observed 50 with pathologic changes in 
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the lower three lumbar levels, character- 
istic of the degenerated disc. In these, the 
intervertebral space was narrowed. There 
was fibrillation, fragmentation of fibro- 
cartilage and dehydration, often associ- 
ated with brown pigmentation of the nu- 
cleus pulposus. Various degrees of lipping 
and spur formation were observed along 
the vertebral margins. In all 50 cases 
there was posterior bulging of the disc 
into the spinal canal, but in only 4 cases 
was there actual herniation of disc mate- 
rial. In a series of 100 cases reported 
from the Mayo Clinic in May 1940,7 mi- 
croscopic study failed to reveal notocordal 
tissue (nucleus pulposus) in 85 per cent, 
indicating degeneration and absorption of 
this structure. An excellent comparison of 
the clinical symptoms with the pathologic 
changes observed in cases of degenerated 
disc was made by Sashin® in 1936. 

Roentgen Examination.—A degenerated 
intervertebral disc is usually diagnosed by 
roentgenographic observation of a nar- 
rowed intervertebral space (Fig. 1), with 
or without marginal osteophytes on the 
adjacent vertebral bodies. This evidence 
is augmented by contrast medium studies, 
myelographic and discographic, to deter- 
mine the anatomopathologic character of 
the disc itself. 

The roentgenograms of the 128 patients 
in this series were carefully studied to 
establish criteria for discs that could be 
classified as degenerated. Preliminary 
films were obtained of each patient in the 
horizontal position (to eliminate the effect 
of weight bearing on the size of the disc). 
The anterior and posterior widths of the 
third, fourth and fifth intervertebral 
spaces were measured on the lateral pro- 
jection. The normal and pathologic discs 
were distinguished discographically.® The 
discs that showed an intact nuclei pul- 
posi on discographic examination were 
measured. For the 151 normal discs the 
measurement was 10 mm. for the posterior 
and 14 mm. for the anterior width of the 
interspace. The respective maximum and 
minimum normal widths were: anterior, 
17 mm. and 10 mm.; posterior, 10 mm. 
and 6 mm. 
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The narrowed interspaces observed in 
the pathologic discograms (Fig. 2B) were 
measured. Any interspace measuring less 
than 9 mm. anteriorly and 5 mm. poste- 
riorly was considered to represent a degen- 
erated disc. 

Disc spaces as thin as 2 mm. (Fig. 3A) 
were observed, and others just under the 
normal minimum were shown by the dis- 
cogram to have the characteristic features 
of a degenerated disc. The narrowest in- 
terspaces were observed in patients who 
had had symptoms referable to the back 
for five years or longer. The average 
measurements for 8 female patients in this 
group were respectively 7 mm. and 4 mm.; 
those for 13 male patients, 9 mm. and 
6 mm. 

The discogram is of inestimable value 
in establishing the presence of a degen- 
erated disc.® Visualization of the interior 
of the disc by needle puncture and injec- 
tion of a radiopaque water-soluble dye not 
only indicates whether the disc is normal 
or ruptured but shows extent and degree 
of rupture—the anatomopathologic picture 
of the abnormal disc. With loss of the 
nucleus pulposus the fibers of the annulus 
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are ground together, further torn and dis- 
organized. These torn recesses of the disc 
are filled with the dye in the discogram, 
and in the roentgenograms the dye is seen 
to fill the interspace completely (Fig. 2A), 
often extending beyond it. A not infre- 
quent configuration of the dye is a balloon- 
like extension anterior to the interspace 
(Fig. 4A). This obviously represents 
either (a) an anterior herniation of the 
disc material beneath the anterior longi- 
tudinal ligament’® or (b) redundancy or 
relaxation of this ligament resulting from 
loss of the expansible force of the nucleus 
pulposus, which normally keeps it taut. 
Ostophyte formation at the vertebral mar- 
gins follows the convex contour of this 
bulging ligament, (Discograms taken with 
the patient in the upright position and the 
spine in flexion and extension often demon- 
strate the protrusion of the degenerated 
disc.) 

On the degenerated disc without hernia- 
tion the myelogram will often give mislead- 
ing information. For this reason, I prefer 
the discogram. In the myelogram, the 
characteristic defect in the pantopaque 
column is an hourglass configuration in 





Fig. 2.—Degenerated disc at L4-5 in a 38-year-old woman, a concert pianist. Back pain nine years. 
Right sciatica one year caused her to give up piano. A, discogram showing complete rupture. 
Posterior, anterior and superior herniation. (Note defect in superior cartilaginous plate). B, thin 
disc at L4. Normal interspace above and below. Small osteophytes. C, roentgenogram taken three 
and one-half months after operation, Interbody fusion with approximately normal interspace. Pa- 
tient symptom-free and playing the piano. 
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Fig. 3.—Marked degeneration of L4 disc in a 57-year-old nun, Symptoms of back pain and bilateral 


sciatica for six years. A, extremely narrowed interspace, straight (poker) 


spine, overriding of 


facets; narrow intervertebral foramen; absence of osteophytes; normal interspace above and below. 
B, film taken six months after the operation, showing complete interbody fusion. Note increased 
size of foramen. Complete relief of symptoms. 


the anterposterior film and a shallow notch 
in the anterior surface of the column in 
the lateral view (Fig. 5A). In the absence 
of posterior protrusion in a degenerated 
disc with extensive lateral and anterior 
disruption, the myelogram is norma] and 
thus gives false diagnostic information. 
In such a case the patient is often informed 
that he does not have a ruptured disc to 
account for his low back pain and there- 
fore surgical treatment is not indicated 
or advised. 

With the discographic observations and 
the interspace measurements as criteria, 
57 of the 128 patients were discovered to 
have 69 degenerated discs. In 34, or 50 
per cent, these occurred at the lumbosacral 
level; in 20 (42 per cent) at the fourth 


lumbar disc, and in 6 (8 per cent) at the 
third lumbar level. 

Multiple (2 or more) ruptured discs 
(Fig. 6) were diagnosed by discographic 
examination in 18 of the 128 cases (14 
per cent). Of the 57 patients with degen- 
erated discs, 12 had 2 ruptures and 2 had 
38 ruptures (14, or 25 per cent). This 
higher incidence of multiple pathologic le- 
sions in patients with degenerated discs 
suggests a possible constitutional weak- 
ness. 

The next roentgenographic study was 
directed toward the osteophyte, or spur 
formation. The frequency and size of 
these bony proliferations on the vertebral 
margins adjacent to the degenerated disc 
was observed to determine their relation 
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to the pathologic condition of the disc. It 
has always been assumed that local spur 
formation on a lower lumbar vertebra was 
pathognomic evidence of a ruptured disc."! 
It was a surprise to find that only 29 (42 
per cent) of the 69 degenerated discs had 
osteophytes. At the third lumbar inter- 
space, 3 of the 6 patients had spurs (50 
per cent) ; at the fourth lumbar level, 13 
of 29 patients (41 per cent) had spurs, 
and at the fifth lumbar level, 13 of 46 
patients had spurs (35 per cent). With 
regard to size, the osteophytes were clas- 
sified as small (Fig. 2B), medium (Fig. 
4B) and large (Fig. 1). Eighteen (67 
per cent) were considered small. 

The duration of backache was compared 
with the presence of osteophytes at the 
level of the degenerated disc. Of patients 
who had had symptoms for one year or 
under, 14 had osteophytes and 13 did not. 
Of those with backache of one to five years’ 
duration 3 had spurs and 6 had none; and 
of those with histories of backache over 
five years there were 12 with osteophytes 
and 9 without. Of the 57 patients, only 
29 had osteophytes associated with the 
degenerated disc. The occurrence of spur 
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formation was equal in the two sexes. 

One may conclude from these observa- 
tions that the vertebral osteophyte is not 
necessarily a part of the ruptured disc 
syndrome. The observation of large spurs 
adjacent to a normal disc, as shown by 
the discogram, would indicate that rupture 
and collapse of the disc is not necessary 
for their formation. The cause and treat- 
ment of “arthritic spurs” is the subject 
of another paper.!” 

Clinical History.—A careful survey of 
each patient’s history was made to deter- 
mine whether there was any relation be- 
tween age, sex and duration of symptoms 
to the changes seen in the roentgenograms. 
Thirty-two per cent of the patients were 
female. In a review of 265 cases of disc 
operations prior to 1951, 25 per cent of 
the patients were female. As to age, pa- 
tients in the thirties and forties comprised 
70 per cent of those with degenerated 
discs, as compared to 48 per cent of the 
overall group. Twenty-one per cent of the 
patients with degenerated discs were past 
50. 

The location and duration of symptoms 
indicate that leg pain is almost as fre- 





Fig. 4.—Degenerated L5 disc in 33-year-old Japanese fisherman. Back pain only two years. A, disco- 

gram showing complete degeneration of disc and collapse of interspace. Balloon of dye anterior to 

interspace represents anterior herniation of disc fragments beneath anterior longitudinal ligament. 

Flexion of spine markedly restricted. B, thin disc space, subarticular sclerosis and medium-sized 

local osteophytes at L5-S1, Note small intervertebral foramen. C, postoperative vertebral body fu- 
sion with wide interspace and foramen. 








quent as back pain. All patients com- 
plained of backache, whereas 48 of the 
57 had leg pain, 10 of whom had bilateral 
sciatica. Backaches had been present for 
an average period of five and one-half 
years and leg pain for an average period 
of four years. ‘(he shortest duration of 
symptoms was two weeks; the longest, 
twenty-four years. Symptoms had been 
present slightly longer in female than in 
male patients. 

These data indicate that a constitutional 
weakness of tissues may be a more im- 
portant factor than trauma in the degen- 
eration of the disc, since they occur more 
often in the female despite the fact that 
the male spine is subject to greater trau- 
matic insults. In cases of acute rupture 
with severe symptoms (unilateral sciatica) 
the patient seeks medical aid sooner. 
Symptoms referable to degenerated discs 
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Fig. 5.—A, myelogram of degenerated disc at L3-4, outlining “flat tire” disc. B, marked subarticu- 
lar sclerosis of half of vertebral bodies adjacent to degenerated disc. 
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are less severe, intermittent and chronic, 
existing for an average period of five or i 
six years before they bring the patient to ; 
seek help. 
The symptom pattern was also related 
to the level of the lesion. Only 1 of 6 pa- 
tients with degenerated discs at the third 
lumbar level had leg pain. The absence of 
root pain with ruptured discs at this level 
has recently been explained?’ on the basis 
of the anatomic relation of the interverte- 
bral foramen to the disc. The exit of the 
third lumbar nerve root is inferior to the 
disc, so that protruding disc is less likely 
to encroach upon the nerve. At the fifth 
lumbar level, on the other hand, the disc 
forms the anterior half of the interverte- 
bral foramen, and any encroachment of 
the disc upon the spinal canal will come 
into contact with the nerve. Sciatica also 
is most common with ruptures at the fifth 
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lumbar level, because anatomically the 
largest nerve root passes through the 
smallest foramen. In this series, 29 of the 
34 patients with degenerated discs at the 
fifth lumbar level had unilateral or bilat- 
eral sciatica. 

Treatment.—Treatment of a ruptured 
lumbar disc has been considered a neuro- 
surgical problem since its original descrip- 
tion. In reviewing large series of cases 
in which operation has been performed for 
pathologic discs, poor results are uniformly 
reported for patients with degenerated 
discs. Lewey'* reported only 57 per cent 
of such patients relieved of their symp- 
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toms after surgical intervention. Spurling" 
has repeatedly stressed the fact that the 
simple bulging disc observed at operation 
should not be cut into but left alone. This 
decision was obviously arrived at through 
experience of poor surgical results. Be- 
cause the patients with a degenerated disc 
were not cured by the conventional neuro- 
surgical operation, they gravitated into 
the hands of the orthopedic surgeon. 
Spurling’ stated that continued complaints 
of back pain (after removal of a herniated 
disc) is “an orthopedic problem.” 

Spinal fusion operations, however, have 
too high a percentage of failure, i.e., fail- 





Fig. 6.—Double disc in a 31-year-old Chinese bookkeeper. Intractable back pain only, four years. 

A, degeneration of two discs (third and fourth lumbar) verified by discogram. Normal discs above 

and below. B, postoperative vertebral body fusion of two levels; interspaces and foramens restored 
to normal, Patient % inch (1.2 cm.) taller! 














ure to relieve low back pain. This may 
occur whether fixation of the spine by 
fusion is successful or not. It is most 
distressing to the orthopedic surgeon to 
obtain a strong, roentgenographically veri- 
fied spinal fusion and have the patient 
still incapacitated from intractable back 
pain, with or without sciatica. This expe- 
rience occurs most often with the degen- 
erated disc, especially at the lumbosacral 
level (Fig. 7). 

A possible explanation of these poor 
results may be as follows: With collapse 
and degeneration of the lumbosacral rup- 
tured disc, the intervertebral space nar- 
rows; the facets override; the interverte- 
bral foramen, which is normally small, 
narrows farther, and the “flat tire” bulge 
of the disc protrudes into the foramen, 
reducing it still farther. The large fifth 
lumbar nerve roots are thus severely en- 
croached upon at their exit from the spinal 
canal. At operation, if no soft loose mass 
of disc material is present, the neurosur- 
geon “refuses to cut into the bulging disc.” 
The orthopedic surgeon then does a poste- 
rior (Hibb’s) fusion, which becomes solid, 
immobilizing the joint. The nerve roots 
are then trapped by this fixation in the 
small foramen (Fig. 7B, arrow) with the 
bulging disc compressing them. After the 
operation the patient continues to suffer 
from back pain and sciatica. I have re- 
operated in over 20 such cases, and the 
conditions were as described. 

The rescue from this surgical dilemma 
is provided by fusion of the vertebral 
bodies. Since it is impossible for nature 
to restore the normal integrity of the disc 
once it is ruptured, an operative procedure 
that will reestablish the normal width of 
the intervertebral space, and at the same 
time immobilize the abnormal joint, will 
remove both causes of the patient’s pain. 
Increasing the size of the intervertebral 
foramen by widening the interspace and 
decompressing the nerve by removing the 
bulging disc removes the cause of the leg 
pain. Solid fixation of a single joint by 
obtaining body-to-body fusion across the 
intervertebral graft removes the primary 
cause of the low back pain (Figs. 2C, 3B 
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and 4C). 

Vertebral Body Fusion.—The technic of 
this operation has been described else- 
where.!® Briefly, it consists of a bilateral 
partial hemilaminectomy with removal of 
part of the articular facets. After retrac- 
tion of the nerve root and the dural sac 
with a special self-retaining retractor, and 
cauterization of the epidural vessels, a 
square block of the disc is cut out. Through 
this opening the entire intervertebral disc 
is removed, including the cartilaginous 
plates, down to the anterior longitudinal 
ligament. The cortical surfaces of the ver- 
tebral bodies are chiseled off in prepara- 
tion for the bone grafts. These are large 
plugs of bone, full-thickness iliac grafts, 
obtained from a bone bank.'” Two of these 
grafts are driven into the interspace on 
each side of the dural sac after the width 
of the space has been increased with a 
special instrument, “the vertebra spread- 
er.”18 A posterior fusion is also included 
by covering the interlaminar operative de- 
fect and the adjacent lamina with fine bone 
crumbs. 

The postoperative care and convales- 
cence of the patient is simple and rapid. 
After six days in bed, he is encouraged 
to walk without back brace or cast. When 
he is able to do so with very little discom- 
fort, he usually is ready to leave the hos- 
pital on the seventh or the ninth postopera- 
tive day! The average hospital stay for 
the 57 patients with degenerated discs was 
twelve and three-tenths days. This ex- 
cluded 2 whose hospitalization was pro- 
longed, owing to complications: one a 
wound infection associated with spondylo- 
listhesis, and the other a severe reaction 
to penicillin in a female patient. The bone 
grafts, wedged forcibly between the ver- 
tebrae, mechanically fix the painful joint 
from the beginning. Placed at right angles 
to the weight-bearing axis of the spine, 
the grafts are wedged tighter together in 
the upright position. Early ambulation, 
therefore, is conducive to rapid fusion. 

The results of this type of fusion are 
most gratifying to both surgeon and pa- 
tient. Roentgenograms taken at monthly 
intervals have demonstrated solid fusions 
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as early as two months, the average time 
is three and one-half months. Of the 57 
patients, the roentgenograms demonstrated 
solid interbody fusions in 53. In the re- 
maining 4 patients the intervertebral 
grafts were absorbed, with gradual set- 
tling of the interspace. Three of these, 
however, had strong posterior fusions and 
were symptom-free although convalescence 
was slightly prolonged. One patient re- 
quired a second operation. 
Symptomatically the patients were 
placed into two groups: (1) cured (symp- 
tom-free and returned to former occupa- 
tion without disability) and (2) not cured: 
still complaining. Forty-nine patients 
placed themselves in Group 1. Six of the 
8 patients in Group 2 were laborers draw- 
ing workmen’s compensation, with litiga- 
tions pending. One patient, with a third 
degree spondylolisthesis, acquired a unilat- 
eral foot drop but is improving. The sec- 
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ond patient, a 58-year-old woman who had 
undergone two previous operations on the 
back, is still complaining. The sympto- 
matic relief obtained in 85 per cent of 
these difficult cases, with the probability 
of a higher percentage later (when law- 
suits are completed), is indicative of the 
value of vertebral body fusion in the treat- 
ment of degenerated lumbar intervertebral 
discs. 


SUMMARY AND CONCLUSIONS 


1. Ina recent series of 128 patients op- 
erated upon for ruptured discs, 57 were 
observed to have degenerated discs. 

2. Criteria for classification as degen- 
erated discs were (a) an intervertebral 
space measuring 4 to 5 mm. narrower than 
normal and (b) a demonstration by dis- 
cogram of complete rupture of the disc. 

3. Osteophyte formation was not an in- 





Fig. 7—Orthopedic (posterior) fusion for degenerated disc in a woman aged 41, seen in consulta- 

tion on the mainland (U.S.A.). Operation performed ten months earlier for low back pain and bi- 

lateral sciatic pain. Postoperative body cast four and one-half months; hospitalized six months. 

Still wearing back brace (nineteen months). Patient totally incapacitated with back and bilateral 

leg pain. A, solid posterior fusion of large tibial grafts across lumbosacral joint. B, arrow inter- 
space and small foramen (arrow) in which nerve roots are “trapped.” 
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dication of ruptured disc, as the latter 
were observed adjacent to normal discs, 
and there were as many degenerated discs 
without spurs as with them. 

4, Eleven per cent more multiple rup- 
tures were observed in the patients with 
degenerated discs than in the overall 
group, which suggests a constitutional 
weakness. 

5. The clinical history as to age, sex 
and duration of symptoms was compared 
with the roentgen data. Degenerated discs 
occur in persons aged 30 to 50 and in 
women more often than in men. The aver- 
age duration of symptoms was five to six 
years. 

6. Reasons for surgical failures in cases 
of degenerated discs treated by standard 
surgical procedures are explained. 

7. The rationale and surgical technic of 
vertebral body fusion and the aftercare 
are briefly described. 

8. The results of vertebral body fusions 
in 57 patients with degenerated discs in- 
clude roentgen evidence of anterior fusion 
in 53 patients within three and one-half 
months. Symptomatically, 49 (85 per cent) 
considered themselves cured. Of the 9 pa- 
tients not cured, 7 were “compensation 
cases” and 2 were still disabled. 


RESUME ET CONCLUSIONS 


1. Sur 128 cas récents, opérés pour rup- 
ture de disques, 57 présentaient des dis- 
ques dégénérés. 

2. Le critére de classification pour les 
dégénérescences discales a été le suivant: 

a) espace intervertébral de 445 mm 
plus étroit que la normale, et 

b) démonstration par le discogram- 
me de la rupture compléte du dis- 
que. 

3. La formation d’ostéophytes n’a pas 
été considérée comme une indication de 
rupture discale, ceux-ci ayant été observés 
a coté de disques normaux, et il y a eu 
un nombre égal de disques dégénérés avec 
et sans éperon. 

4. On a constaté 11 % de plus de rup- 
tures discales multiples chez les malades 
avec dégénérescence discale que dans le 
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groupe total des patients observés, ce qui 
fait penser 4 une faiblesse constitution- 
nelle. 

5. L’anamnése a été complétée par des 
examens radiologiques. Les dégénéres- 
cences discales sont plus fréquentes chez 
les femmes, et s’observent surtout entre 30 
et 50 ans. Durée moyenne des symptomes: 
5 a 6 ans. 

6. L’auteur explique les raisons des 
échecs chirurgicaux dans les cas de dé- 
générescences discales traitées par les 
méthodes chirurgicales classiques. 

7. Bréve description de la technique 
chirurgicale et des soins post-opératoires. 

8. Sur 57 malades, 49 (85 %) se consid- 
érent actuellement comme guéris. Sur 9 
patients non guéris, 7 sont en voie d’amé- 
lioration (compensation des lésions), et 2 
sont encore atteints d’incapacité de travail. 


ZUSAM MENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. In einer kiirzlich untersuchten Serie 
von 128 wegen Bandscheibenrisses operier- 
ten Kranken wurden an 57 Fallen degen- 
erierte Zwischenwirbelscheiben beobach- 
tet. 

2. Als Kriterien zur Klassifizierung als 
“degenerierte Bandscheiben” dienten (a) 
Die Verengung eines Zwischenwirelraumes 
um 4 bis 5 Millimeter unterhalb der Norm 
und (b) der Nachweis eines vollstandigen 
Bandscheibenrisses mittels der Disko- 
graphie. 

3. Osteophytbildungen wurden nicht als 
Zeichen eines Bandscheibenrisses angese- 
hen, da sie auch in der Gegend normaler 
Zwischenwirbelscheiben beobachtet wur- 
den, und da degenerierte Bandscheiben 
ebenso haufig ohne die Anwesenheit von 
Knochenwucherungen wie mit solchen vor- 
kamen. 

4. Multiple Bandscheibenrisse kamen 
bei Kranken mit degenerierten Zwischen- 
wribelscheiben 11% haufiger zur Beobach- 
tung als im allgemeinen Durchschnitt, 
woraus auf eine konstitutionelle Schwache 
geschlossen werden kann. 

5. Die Krankengeschichten wurden hin- 
sichtlich des Alters und des Geschlechts der 
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Patienten und der Dauer der Symptome 
mit den R6éntgenbefunden verglichen. De- 
generierte Bandscheiben kommen bei Per- 
sonen im Alter von 30 bis 50 Jahren vor 
und werden bei Frauen haufiger beobach- 
tet als bei Mannern. Die durchschnittliche 
Dauer der Symptome betrug 5 bis 6 Jahre. 

6. Die Griinde fiir das Ausbleiben des 
Erfolges in Fallen, die wegen degenerier- 
ter Bandscheiben mit den iiblichen chirur- 
gischen Methoden behandelt wurden, wer- 
den auseinandergestzt. 

7. Die logische chirurgische Technik 
und Nachbehandlung der Fusion von Wir- 
belkérpern werden kurz beschrieben. 

8. Von 57 Kranken, die wegen degen- 
erierter Bandscheiben mit Fusion der Wir- 
belkérper behandelt wurden, wiesen 53 
innerhalb von dreieinhalb Monaten im 
Rontgenbilde eine Verschmelzung der vor- 
deren Wirbelkérperabschnitte auf. 49 die- 
ser Patienten (85%) betrachteten sich 
selbst symptomatisch geheilt. Sieben der 
nicht geheilten neun Kranken waren Pa- 
tienten mit Schadenersatzanspriichen, und 
zwei waren noch stark behindert. 


RESUMEN Y CONCLUSIONES 


1. En una serie reciente de 128 pacientes 
operados de ruptura de disco, se observ6é 
en 57 de ellos, discos degenerados. 

2. El criterio para la clasificacién de dis- 
cos degenerados fué: (a) Un espacio inter- 
vertebral de 4 a 5 mm. menos que lo nor- 
mal y (b) La demostraci6n nor discograma 
de una ruptura completa del disco. 

3. La formacion de osteofitos no fié una 
indicacién de ruptura de disco, como se 
observ6 posteriormente en los discos nor- 
males, presentandose tantos discos degen- 
erados con espiculas como sin ellas. 

4. Once por ciento mas de las rupturas 
multiples se observaron en pacientes con 
discos degenerados, en relacién con el 
grupo total, lo que sugiere debilidad con- 
stitucional. 

5. Se comparé6 la historia clinica en rela- 
cién con la edad, sexo y duracién de los 
sintomas, con los datos roentgenolégicos. 
Los discos degenerados ocurrieron en per- 
sonas de 30 a 50 afios de edad, siendo mas 
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frecuentes en mujeres que en hombres. La 
duraci6n promerio de los sintomas fué de 
cinco a seis anos. 

6. Se explican las razones de los fracasos 
quirurgicos en los casos de discos degen- 
erados tratados por los procedimientos 
quirurgicos habituales. 

7. Se describe someramente la técnica 
quirurgica légica y el cuidado postopera- 
torio de la fusién vertebral. 

8. Los resultados de las fusiones verte- 
brales en 57 pacientes con discos degen- 
erados incluyen la evidencia radiolégica 
anterior a la fusiOn en 53 pacientes durante 
tres meses y medio. Se consideraron cura- 
dos sintomaticamente 49 (85 porciento). 
De los 9 pacientes no curados, 7 fueron 
casos de compensacién y 2 incapacitados. 


RIASSUNTO 


1. Su 128 pazienti per rottura di dischi 
intervertebrali 57 presentarono, in seguito, 
degenerazione del disco. 

2. Gli elementi su cui fu posta tale diag- 
nosi furono i seguenti: uno spazio inter- 
vertebrale di 4-5 mm. di al tezza (cioé pid 
stretto che di norma; dimostrazione dis- 
cografica della rottura completa del disco. 

3. Gli osteofiti non sono un segno di rot- 
tura discale poiché si possono osservare 
anche in prossimita di dischi normali. Si 
osservano in circa la meta dei casi di rot- 
tura del disco. 

4. Le rotture discali multiple si osser- 
vano con maggior frequenza (11% in pit) 
nei pazienti con degenerazione discale, 
come se in questi vi fosse una debolezza 
costituzionale. 

5. La frequenza delle degenerazioni dis- 
cali é massima fra i 30 e i 50 anni ed é 
superiore nelle donne, la durata media dei 
sintomi fu di 5-6 anni. 

6. Vengono spiegate le ragioni degli in- 
successi della cura chirurgica abituale 
dell’affezione. 

7. Viene descritta una cura efficace che 
consiste nella fusione dei corpi vertebrali. 

8. Attuata in 57 pazienti condusse alla 
fusione anteriore, accertata radiologica- 
mente in circa 3 mesi e mezzo, 53 volte. 
L’85% dei casi si dichiard soddisfatto. I 








rimanenti furono migliorati e 2 soli in- 
variati. 
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We hear people ask how it is that all men do not form a single nation, 


agreeing to speak one language, to obey the same laws, and adopt the 


same manners and customs and religion. For my own part, when I reflect 
upon the diversity of men’s minds, tastes, and feelings, it is with wonder 


that I see as many as seven or eight persons living under the same roof 


and forming one single family. 
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Congenital Tracheoesophageal Fistula 
in the Adult 


K. P.S. CALDWELL, M.A., F.R.C.S. (ENG.), F.I.C.S. 
EXETER, ENGLAND 


RACHEOESOPHAGEAL fistula with 
atresia of the esophagus has re- 
ceived a great deal of publicity in 
the past few years, and is diagnosed of 
necessity in the newborn. When atresia 
does not exist, the condition is compatible 
with life; it is nevertheless rare in the 
adult, since the fistula leads to recurrent 
attacks of pneumonitis. Authors who have 
reported cases have usually stressed the 
simplicity of the repair, and the purpose 
of this paper is to present an additional 
case which conforms well with the major- 
ity so far as symptoms are concerned. 
Although the condition was diagnosed in 
life, the patient died before operation— 
perhaps fortunately, since the repair 
would have been an extremely difficult 
procedure. 


REPORT OF CASE 


A man aged 54 had been in a mental hospital 
since the age of 16, with a diagnosis of imbe- 
cility. He could, however, read, write and could 
answer simple questions. Since his admission 
to the mental hospital a good record had been 
kept of all his illnesses; this was available to 
me and was most helpful in completing his 
medical background. In the family history 
there was nothing of note, save that his father 
died at the age of 44 of “carcinoma of the 
stomach” and one other relative, a greataunt, 
was mentally deficient. In 1925 the patient 
was reported to have had some respiratory 
trouble, with coughing and intermittent py- 
rexia. He was thought to be tuberculous, but 
all investigations gave negative results. The 
pyrexia lasted for five days and then cleared 
up. At varying times he was admitted to the 
sick bay with respiratory troubles. In October 
1927 he lost 14 pounds (6.4 Kg.) in weight, 
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and this led to a further full investigation. 
Nothing abnormal was discovered, and he 
quickly regained the lost weight. Between this 
date and October 1953 there were three other 
attacks of respiratory trouble sufficiently se- 
vere to be noted. In October 1953 it was 
observed that he vomited after meals. He had 
no abdominal tenderness: his nutrition was 
noted to be good, and an enema was ordered. 
This had no effect on the vomiting and a diag- 
nosis of “intestinal obstruction (?)” was made. 
I was asked to see him at this date and noted 
that on drinking a glass of water he imme- 
diately vomited; but there was no cough and 
no dyspnea, and his general condition was 
quite satisfactory. The nurses stated that he 
belched frequently and thought that his con- 
dition was due to aerophagy. Since it was 
evident that he had no obstruction, at this 
stage a differential diagnosis was made be- 
tween a neurologic condition and a tracheo- 
esophageal fistula, and a barium swallow was 
ordered. This was performed in December 
(Fig. 1). The roentgenogram clearly showed 
a_ tracheoesophageal fistula with a _ patent 
esophagus, and at this time it was noted that 
the patient had actually gained weight. After 
the barium examination, however, severe 
pneumonia suddenly developed, and he died 
on Jan. 1, 1954, before any surgical treatment 
could be undertaken. A postmortem examina- 
tion was carried out by Dr. Stewart Smith on 
January 3. The report mentioned the fact that 
the body showed good nourishment. The only 
abnormalities observed were as follows: 

1. Lungs: Both lower lobes showed conflu- 
ent bronchopneumonia of inhalation type. 

2. One-third of the way down the anterior 
wall of the esophagus was a shallow depressed 
area measuring 2 cm., 1.5 cm., and from the 
bottom of this a probe could be passed into 
the trachea. The posterior wall of the trachea 
was in fact formed by the anterior wall of 
the esophagus, and there was no plane of 
cleavage between the two (Fig. 2). 
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Fig. 1.—Anteroposterior and oblique roentgenograms, showing barium outline entering trachea and 
esophagus. 


COMMENT 


The majority of congenital tracheo- 
esophageal fistulas are associated with 
atresia and therefore occur only in in- 
fants, since the condition is incompatible 
with life. If atresia is not present the pa- 
tient may survive for some time, but very 
few cases have been reported of tracheo- 
esophageal fistulas in adults, although, as 
was stated by Berman, Test and McArt, 
the incidence is probably higher than the 
number of reported cases would indicate. 
The causation is, of course, obscure, like 
that of so many congenital abnormalities, 
but abnormalities of the blood vessels have 
been blamed by Berman, Test and McArt! 
in a case in which there was a fistula be- 
tween the left lower lobe bronchus and 
the esophagus, with a low patent ductus 
arteriosus. This condition probably arose 
from a double aortic arch. In infants the 
condition is said to occur in 1 in 800 
births, but in these cases atresia is present 
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in all but a very small percentage, and in 
adults the condition is almost always ac- 
quired. There is nothing in the literature 
that connects this anomaly with German 
measles or anoxia in the mother during 
pregnancy, but it is interesting to note 
that in the case just reported and in the 
case reported by Berman, that of a woman 
aged 40, mental changes were present; 
and this is a well-known complication of 
German measles in pregnancy. 

The first case of tracheoesophageal fis- 
tula on record was described by Gibson in 
1696, but the first case of its successful 
treatment by operation was that reported 
by Imperatori in 1939. 

In most cases, however, the patients 
were young children, like the 4-year-old 
child described by Haight.2 The only re- 
corded cases I have found in which the 
patients were adults were, first, a case 
reported by Morton*® in 1950 (described 
by Berglund),* that of a man aged 62 
in whose case the diagnosis was made 
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only on roentgen examination and second, 
the case described by Berman,! already 
mentioned. The symptoms are such that 
this condition should be diagnosed or at 
least suspected if the possibility is borne 
in mind. There are attacks of choking and 
coughing on drinking liquids, especially 
water, and this is even worse if the patient 
is prone, because in this position the fistula 
is dependent. These attacks lead to pneu- 
monitis, which may be recurrent. In new- 
born infants the condition is very like 
neuromuscular incoordination, and this 
may be the first diagnosis made. In some 
cases it is thought to be recurrent pneu- 
monitis or bronchiectasis, particularly if 
the fistula is intermittent, and investiga- 
tion is confined to the pulmonary picture, 





Fig. 2.—Anterior and posterior views of — showing the tracheoesophageal fistula and rod in 
the tract. 
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so that the true condition is frequently 
left undiagnosed. The pneumonitis is 
sometimes thought to be due to a spillover 
from achalasia ;! this would conform quite 
well with the symptoms. 

If the condition is suspected, instead of 
a barium swallow it would be better to use 
an iodized oil for roentgen study. If there 
is no obvious fistula with the patient su- 
pine, he should be turned into the prone 
position and the investigation repeated. 
The fistulas may be intermittent or valve- 
like, as in the case reported here, and are 
sometimes difficult to demonstrate. Esoph- 
agoscopic and bronchoscopic studies should 
follow, but it is extremely difficult to see 
the fistula in some cases. 
As a rule, the treatment generally de- 













scribed has been applied to acquired fistu- 
las. In reports of surgical treatment the 
ease of closing the fistula is usually 
stressed. In this case it would have been 
an extremely difficult procedure, since 
there was no plane of cleavage between 
the trachea and the esophagus. It is im- 
portant in such cases not to wait for the 
pneumonitis to subside, and it has been 
stressed by most authors that the pneumo- 
nitis clears up with remarkable rapidity 
once the fistula has been closed. In an 
acquired fistula, beads of silver nitrate or 
sodium hydroxide crystals have been fused 
to a carrier and applied through an esoph- 
agoscope,° but in a case of congenital fis- 
tula, it is doubtful whether this would be 
of much use. 


SUMMARY 


A case is described of a congenital 
tracheoesophageal fistula occurring in an 
adult aged 54. Diagnosis was made dur- 
ing life, but the patient died before any 
operative repair was attempted. 

Author’s Note: I should like to thank Dr. G. 
Stewart Smith, Area Pathologist, who performed 


the autopsy, for his report, and Mr. C. O. Dyson 
for the photographs of the specimens. 


RESUME 


Description d’un cas de fistule trachéo- 
oesophagienne, chez un homme de 54 ans. 
Le diagnostic fut posé mais le patient 
décéda avant l’intervention chirurgicale. 
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ZUSAM MENFASSUNG 


Es wird ein Fall einer angeborenen Fis- 
tel zwischen Luftréhre und Speiseréhre bei 
einem 54-jahrigen Manne beschrieben, Die 
Diagnose wurde bei Lebzeiten gestellt, der 
Kranke starb aber, bevor ein Versuch 
chirurgischer Korrektur unternommen 
wurde. 

RESUMEN 


Se comunica un caso de una fistula tra- 
queoesofagica congénita en un hombre de 
54 afios de edad. El diagnostico se hizo 
durante la vida, pero el paciente muri6 
antes de intentarse cualquier reparacion 
quirtrgica. 


CONCLUSIONI RIASSUNTIVE 


Viene descritto un faso di fistola esofago- 
tracheale in un uomo di 54 anni. La diag- 
nosi fu posta clinicamente, ma il paziente 
mori prima di poter essere operato. 


REFERENCES 


1. Berman, J. K.; Test, P. S., and McArt, B. 
A.: Congenital Esophagobronchial Fistula in an 
Adult, J. Thoracic Surg. 21:493-501, 1952. 

2. Haight, C., and Arbor, A.: Congenital Trach- 
eoesophageal Fistula Without Esophageal Atresia, 
J. Thoracic Surg. 17:600-612, 1948. 

3. Morton, D. R.; Osborne, J. F., and Klassen, 
K. P.: An Apparently Congenital Bronchoesopha- 
geal Fistula Persistent to Adult Life, J. Thoracic 
Surg. 19:811-816, 1950. 

4, Berglund, S.: An Esophagobronchial Anas- 
tomosis Existing 40 Years, Acta radiol. 28:236, 

947, 

5. Clerf, L. H.: Broncho-Esophageal Fistula: 
Report of a Case, Ann. Otol., Rhinol. & Laryngol. 
42:920-922, 1933. Clerf, L. H.; Cooley, E. E., and 
O’Keefe, J. J.: Esophagobronchial Fistula, Surg., 
Gynec. & Obst. 77:615-617, 1943. 


That life may be grand one must put in it the past and the future. Our 
works of poetry and art must be accomplished in honor of the dead and 
with the thought of those who are to come after us. 


—Smith 














Urologic Problems of Interest to the 


General Surgeon 


GEORGE H. EWELL, M.D., F.A.CS., F.1.C.S., D.A.B.U. 
MADISON, WISCONSIN 


N this paper it is my intention to discuss 
| only a few of the urologic conditions 
that may present perplexing problems 
to the general surgeon. I shall endeavor 
to restate the pertinent fundamental prin- 
ciples that should be recalled when one is 
confronted with the management of one 
of these conditions, some of which are not 
common. In making the presentation I 
shall also endeavor to keep in mind a 
thought suggested by Dr. John B. Deaver 
several years ago: “Even the most obvious 
things become impressive if repeated with 
sufficient sincerity and frequency.” 

Anuria is a rather common urologic 
problem of interest to the general surgeon. 
For practical purposes, a patient is con- 
sidered anuric when the output of urine 
falls below 100 cc. in twenty-four hours. 
Any degree of anuria developing during 
the course of any illness, whether medical 
or surgical, or occurring as a result of an 
accident, is a serious condition; it is essen- 
tial, therefore, that the cause or causes 
of its occurrence be carefully considered 
in order to apply the proper therapy. 

During recent years attention has been 
directed to such conditions, and the clini- 
cal picture is referred to as characterizing 
the lower nephron nephrosis syndrome. 
The most common causes of the anuria 
are transfusion reactions, surgical shock, 
burns, crushing injuvies and the ingestion 
of sulfonamide drugs. 

Anuria following pelvic surgical inter- 
vention in the female calls for cystoscopic 
study and ureteral catheterization before 
it is assumed that the anuria is due to 
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renal secretory failure. 

The following case is rather typical of 
those in which anuria is due to circulatory, 
secretory and excretory factors: 

Mrs. C. D., aged 52 (Fig. 14), underwent a 
laminectomy for a ruptured nucleus pulposus. 
Bleeding was difficult to control, and the blood 
pressure in millimeters of mercury during the 
last hour averaged around 70 systolic and 50 
diastolic. She was given plasma, blood trans- 
fusions and dextrose solution during and after 
the operation. 

This case illustrates the important point 
that renal function will return between the 
eighth and the tenth day if the patient is 
properly treated. In this case death occurred, 
with gradually mounting azotemia in spite of 
an increasing output of urine. The pathologic 
diagnosis was hemoglobinuric nephrosis due 
to a transfusion reaction. 

In the following case it was difficult to 
determine the amount of fluids required 
for balance. Whether the oliguria was due 
to renal damage (lower nephron nephro- 
sis) in the remaining kidney secondary to 
shock, or possibly a reaction to transfu- 
sion or to dehydration, was a moot ques- 
tion. There was a sharp febrile reaction 
for seventy-two hours, and the patient 
exhibited the clinical signs and symptoms 
of dehydration. 

Mr. C. K., aged 39 (Fig. 1B), had been in- 
jured around noon on a cold December day. 
A wagon wheel had passed across his abdomen, 
and he had lain in a field for approximately 
four hours. On admission, the rectal tempera- 
ture was 98 F. and the blood pressure 70 
systolic and 30 diastolic. He was given plas- 
ma and 1,000 cc. of whole blood. Excretory 
urograms revealed a good kidney on the right 
side, with extravasation of the contrast me- 
dium about the left kidney. 

In cases of suspected renal injury it is 
paramount that the presence of the other kid- 








ney be demonstrated and some idea of its 
function established, if possible. 

The provisional diagnosis was traumatic 
rupture of the left kidney and probable injury 
to the spleen. Traumatic rupture of the kid- 
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orrhage from the ruptured kidney. The duode- 
num was anastomosed and a left nephrectomy 
done. There was injury to the left renal vein, 
the repair of which, for the preservation of 
the kidney, may have been impossible. 
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Fig. 1.—A, course of Mrs. C. D., aged 52. B, course of Mr. C. K., aged 39. 


ney with pararenal hemorrhage will simulate 
injury of an intra-abdominal viscus. There 
is usually marked abdominal rigidity on the 
affected side. 

Abdominal exploration revealed peritonitis, 
tears in the serosa of the stomach, complete 
transverse rupture of the duodenum at the 
ligament of Treitz and intraperitoneal hem- 


392 


This case also illustrates how complications 
may be masked by the use of antibiotics. Two 
days before his discharge the patient had a 
febrile reaction, the temperature being 100.2 F. 
On the day of discharge the temperature was 
99 F. After the patient’s return home a cough 
developed and a low-grade febrile reaction oc- 
curred. He was given penicillin therapy for 
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Fig. 2.—Left, roentgenogram of Mrs. E. R., aged 48; center, film taken in the case of Miss M. P., 
aged 23; right, roentgenogram of Mr. V. R., aged 29. (See text.) 





approximately ten days, after which time ar- neal extravasation of blood, abdominal 
rangements were made for his readmission to rigidity and the development of shock 
the hospital. On that day he coughed up a may be as marked (or more so) as when 


large quantity of foul pus. Roentgen examina- intraperitoneal rupture of the urinary 
tion revealed signs that suggested the evacua- iiniier hae coeurved with litlle or no 


ti f bphrenic ab th h a bron- A : ; 
lige: sige: ge igual bleeding into the paravesical spaces. 


chus on the right side. : : 
The management of anuria must vary Mrs. E. R., aged 43 (Fig. 24), was admitted 
to the hospital after a motor accident. Roent- 


ping emg boro : o _ gen examination disclosed fractures of all four 
age case, in which the patient is afebrile eS en ae ee eee 
: ’ ’ was obtained by catheter. A roentgenogram 

an intake of 1,000 to 1,500 cc. of 5 per taken after injection of an opaque medium 
cent dextrose in water is sufficient, or into the bladder demonstrated paravesical ex- 
1,000 cc. of 5 per cent dextrose in water _travasation. Marked generalized abdominal 
plus the amount of the output of urine rigidity developed rapidily, as did severe shock. 
for the preceding twenty-four hours, plus After the institution of appropriate shock 
any amount lost by vomiting or gastric therapy, immediate operation was done. The 
syphonage. bladder was observed to be extensively lacer- 
In approximately 50 per cent of the ated, and there was profuse hemorrhage. The 
cases, when the stage of diuresis occurs, right obturator vessels were probably torn. 


A ‘ ais The bladder was repaired and the peritoneal 
recovery will follow without additional cavity opened. There were two lacerations 


specific treatment. In the other 50 per through the entire thickness of the muscula- 
cent death frequently occurs as a result ture of the free loop of the sigmoid, as well as 
of overtreatment. It is imperative in this extensive laceration of the peritoneum of the 
stage that a proper electrolyte balance be mesenteric root, with some bleeding. 
maintained. Pelvic ectopic kidney is a common uro- 
Traumatic rupture of the urinary blad- logic anomaly. Pathologic conditions in 
der, which is usually secondary to frac- such anomalous kidneys occur frequently ; 
tures of the pelvis, frequently presents a and, since the ectopia may be bilateral, 
clinical picture simulating injury to intra- the symptoms may simulate any one of 
abdominal viscera. most of the common abdominal lesions, 
In those cases in which extensive in- especially appendicitis and female pelvic 
jury to the veins about the vesical neck disease. Pelvic ectopia may interfere with 
has occurred, with extensive extraperito- delivery, and in some instances pregnancy 
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Fig. 3.—Left, roentgenogram of Mr. A. N., aged 45; center, film taken in the case of Mr. H. W., 
aged 29; right, roentgenogram of Mrs. J. M., aged 43. (See text.) 


should be terminated or, if it is allowed 
to proceed, cesarean section should be an- 
ticipated. Fusion of the two kidneys may 
occur with ectopia, so that, if abdominal 
exploration is done and a pelvic ectopic 


kidney is found to be the cause of the 
symptoms, no operation on the ectopic kid- 
ney should be attempted until the presence 
or absence of another kidney has been 
demonstrated. 

I have selected for presentation a few 
cases of pelvic ectopic kidneys that are 
of interest. 

Miss M. P., aged 23 (Fig. 2B), suffered an 
attack of acute gastroenteritis. During a rou- 
tine physical examination a somewhat tender 
mass below and to the right of the umbilicus 
was observed. Gastrointestinal roentgen studies 
revealed no abnormality. The urine was nor- 
mal. Pyelographic studies demonstrated the 
mass to be a pelvic ectopic kidney. 

Mr. W. R., aged 29 (Fig. 2C), complained 
of recurrent pain in the right lower abdominal 
quadrant, lasting a few seconds or minutes, 
with some radiation to the flank. The attacks 
had occurred over a period of two years. The 
pain became worse with activity and subsided 
with rest; it was worse when the bladder was 
full and was somewhat relieved by voiding. 
The urine was normal. The results of general 
physical examination were essentially normal. 
Gastrointestinal roentgen studies revealed a 
spastic colon. Pyelographic study revealed a 
pelvic ectoptic kidney. The symptoms were 


completely relieved after appropriate therapy 
for the spastic bowel syndrome. 

A frank attack of appendicitis with 
marked inflammatory changes in the ap- 
pendix could produce just such a group of 
symptoms as those just described, with 
only minimal abdominal abnormalities on 
examination. It must be remembered, 
then, that if a person is known to have 
a pelvic ectopic kidney on the right side 
he may also have an attack of appendicitis. 

Mr. A. N., aged 45 (Fig. 34), was admitted 
to the hospital because of pain in the right 
lower quadrant of the abdomen of twenty-four 
hours’ duration. It began as generalized low 
abdominal pain, later localizing to the right 
lower quadrant. The pain had gradually in- 
creased in severity; there was nausea, but no 
vomiting. Three years earlier the patient had 
had a similar though milder attack and had 
been hospitalized, with a provisional diagno- 
sis of appendicitis. The attack rapidly sub- 
sided, and urologic consultation was requested. 
Pyelographic study revealed the pelvic ectopic 
kidney, which was considered to have been the 
cause of the attack. 

The temperature on the last admission was 
100 F.; some rigidity and exquisite tender- 
ness were present in the right lower abdominal 
quadrant. The urine contained a few pus cells 
and an occasional red blood cell. The leukocyte 
count was 26,300 per cubic millimeter of blood. 
The surgeon’s diagnosis was acute appendici- 
tis. I was asked to see the patient and con- 
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curred in the diagnosis. The pathologic diag- 
nosis was acute suppurative appendicitis with 
perforation into the mesoappendix. 

Renal and ureteral calculi are known 
to simulate a variety of abdominal patho- 
logic conditions. Ureteral calculi practi- 
cally always produce symptoms referable 
to the gastrointestinal tract, chiefly intesti- 
nal gas and abdominal distention. This 
clinical picture is referred to as the en- 
terorenal syndrome. In some instances the 
differential diagnosis between appendicitis 
and ureteral calculus cannot always be 
established. 

Since appendicitis may be a lethal dis- 
ease, it has always been my opinion that, 
if there remains a question as to diagnosis, 
it is much safer to remove a normal ap- 
pendix. 

The following case was chosen because 
the pain was on the left side and the in- 
ternist and surgeon who first saw the 
patient made a provisional diagnosis of 
diverticulitis with perforation. 

Mr. H. W., aged 29 (Fig. 3B), was admitted 
to the hospital because of abdominal pain, on 


; ; “s s | 
Fig. 4.—Roentgenograms taken in the case of Mr. C. R. L., aged 58. (See text.) 
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the left side, of forty-eight hours’ duration. 
The pain began in the left lower abdominal 
quadrant and was dull, aching and boring, 
gradually increasing in intensity and at times 
wavelike. The pain radiated to some degree 
into the left side of the back but chiefly into 
the left thigh. The patient was nauseated but 
did not vomit, and the bowels were loose, ten 
to fifteen stools having been passed on the day 
of onset. During the second day the pain 
was not so marked. The patient noted some 
frequency and burning on urination. 

On the morning of admission the pain be- 
came so intense that he was unable to stand 
erect. The temperature was 96.5 F., and the 
skin was cold with clammy perspiration. The 
pulse was slow and full. Flexing of the weight 
of the thigh relieved the pain somewhat. 
Examination disclosed generalized abdominal 
rigidity most noticeable on the left side. The 
leukocyte count was 9,050 per cubic millimeter 
of blood, and the urine showed an occasional 
blood cell and a Grade 2 reaction for pus. 

It is well known that small ureteral 
calculi will commonly produce the most 
severe symptoms and occasionally a rather 
marked picture of medical shock. 

The occurrence of renal calculi and 
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cholelithiasis in the same patient is fairly 
common. The symptoms cannot always be 
distinguished. Most gallstones are not 
radiopaque; yet only a small percentage of 
calculi of the urinary tract, chiefly uric 
acid stones, fail to show on a roentgen film. 

Medical students and residents have 
been taught always to check a patient for 
a pigmented mole on the back when un- 
usual shadows on the roentgenogram in 
the region of the right kidney and the gall- 
bladder are demonstrated. 

The following case is interesting because 
of the presence of urinary tract stone, 
cholelithiasis and a pigmented mole, all of 
which were demonstrated on the same film. 
The clinical history was rather confusing. 

Mrs. J. M., aged 43 (Fig. 3C), was admitted 
to the hospital because of episodes of pain in 
the back and in the right upper quadrant of 
the abdomen, with nausea, vomiting, and fever. 
Six episodes, each lasting a week or more, had 
occurred during the past five months. She 
had lost 10 pounds (4.5 Kg.) in weight. In 
the first attack the pain began in the right 
lower abdominal quadrant and was associated 
with nausea and vomiting. The clinical diag- 
nosis on admission was (1) gallbladder disease, 
(2) retrocecal appendix and (3) right renal 
disease. 

A large globular pigmented mole was present 
on the back; the urine was infected, and the 
gallbladder was nonfunctioning as judged 
by oral cholecystographic study. Pyelograms 
demonstrated the urinary calculus to be in a 
dilated segment of the ureter. Operation dis- 
closed the vascular pedicle supply to enter the 
kidney at the upper pole and posterior to the 
renal pelvis. An aberrant vessel crossed the 
ureter at the point of impaction of the calculus. 

The similarity of symptoms due to 
chronic cholecystitis and right renal pa- 
thology cannot be overemphasized. 

Mr. C. R. L., aged 58 (Fig. 4), had attacks 
of pain in the right lower abdominal quadrant. 
During the attacks there were loose stools, 
gas and bloating. He had been examined 
cystoscopically some thirty years earlier and 
was told that he had right hydronephrosis 
and that the left kidney was absent, probably 
congenitally. It was suggested to him that 
surgical treatment of the right renal condition 
should not be considered except as an emer- 
gency. Examination disclosed a large, freely 
movable right kidney. Pyelographic study 
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revealed pyelectasis and marked ptosis in the 
upright film, with angulation and fixation of 
the ureteropelvic juncture. There were many 
calcific shadows in the left renal area, which 
suggested that the left kidney might have been 
destroyed by hydronephrotic atrophy. Gastric 
analysis showed an absence of free hydrochlo- 
ric and a low content of total acids. A chole- 
cystogram revealed a nonfunctioning gallblad- 
der. 

Exploration of the kidney was carried out. 
The kidney was intimately adherent to the 
peritoneum, especially over the duodenum. 
Aberrant vessels at the ureteropelvic juncture 
were divided, and a nephropexy was done. The 
gallbladder was palpated and proved to be 
filled with stones. It was removed. Recovery 
was complete. 

The diagnostic problems presented by 
abdominal tumor masses are sometimes 
confusing. 

Mrs. E. T. H., aged 30 (Fig. 5), six weeks 
before admission to the hospital noted tight- 
ness in the abdomen. Five weeks earlier she 
had noted a mass in the upper left abdominal 
quadrant, which had gradually increased in 
size. There was no pain and no history of 
previous abdominal pain. The patient’s gen- 
eral health was good. There were no gastric 
symptoms. Examination disclosed a smooth, 
rounded mass in the upper left quadrant of 
the abdomen. The mass filled the flank, and 
it was the opinion of several physicians who 
examined her that it was the left kidney. 
Excretory urograms taken elsewhere showed 
a normal right pelvis and ureter. There were 
two renal pelves, with complete duplication of 
the ureters. There was deformity of the lower 
pelvis, suggesting either a cortical renal cyst 
or a tumor. Pelvic examination showed the 
uterus to be enlarged to about the size of a 
two months’ pregnancy. 

Exploration of the kidney was carried out, 
and the kidney was observed to be normal 
except for its size and the duplication of the 
pelves and ureters. The mass overlay the large 
kidney, and abdominal exploration disclosed a 
large pancreatic cyst, with very large veins 
in the serosal surface making its removal im- 
possible. The cyst was anastomosed to the 
jejunum. 

Cysts of the pancreas are not common. 
Several cases have been reported in which 
they were erroneously diagnosed as renal 
lesions. In this instance the presence of 
duplication of the renal pelves and ureters 
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certainly added to the confusion. 


Carcinoma of the stomach may occasion- 
ally present a bizarre clinical picture and 
suggest some other abdominal or renal 
pathologic condition. In our Clinic, when 
a patient presents an abdominal tumor 
mass and the urinary tract is considered 
a possible source, it is our policy to do 
excretory urograms or retrograde pyelo- 
grams when indicated before making gas- 
trointestinal roentgen studies. 

Mr. P. H., aged 73 (Fig. 6), came to the 
Clinic because of constant and sharp epigastric 
pain, anorexia and nausea. The pain was not 
influenced by eating, and there was no food 
intolerance. Examination disclosed a movable 
mass in the upper left quadrant of the ab- 
domen. Excretory urograms and retrograde 
pyelograms revealed normal renal pelves. The 
left kidney was displaced laterally and down- 
ward, and the calices were elongated. These 
changes confirmed the impression of an in- 
tra-abdominal tumor mass. Gastrointestinal 
studies revealed an extensive carcinoma of the 
stomach. 

As has been stated, appendicitis and 
pathologic conditions of the urinary tract 
on the right side frequently give rise to 
diagnostic problems. Tumors in an ab- 
dominal cryptorchid testicle are not com- 
mon, and certainly the combination of 
tumor in an intra-abdominal testicle and 
acute appendicitis was somewhat confus- 
ing. 

Mr. R. N., aged 46 (Fig. 7), came to the 
Clinic because of pain in the right lower ab- 
dominal quadrant, of twelve hours’ duration. 
He was awakened from sleep by the pain, 
which was constant and did not radiate. There 
was some nausea but no vomiting. The urine 
showed a few pus cells and the leukocyte count 
on admission was 15,600 per cubic millimeter 
of blood. The temperature on admission was 
100 F. There was marked tenderness in the 
right lower abdominal quadrant, some rigidity, 
and a palpable mass just above Poupart’s 
ligament. There was a hernia type of mass 
and no palpable right testicle. The hernia had 
been present since childhood. A roentgen film 
of the kidneys, ureters and bladder revealed 
no suspicious calcific shadows and two nor- 
mally placed kidney shadows. Operation dis- 
closed an acutely diseased appendix. The mass 
was a seminoma of the abdominal testis. The 
hernial type of mass was a thick-walled hydro- 
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Fig. 5.—Roentgenogram of Mrs. E. T. H., aged 
30. (See text.) 


cele. The patient was given postoperative 
roentgen therapy, and there was no evidence 
of recurrence eight years after the operation. 


Accidental injury of the urinary bladder 
and ureters, with the development of a 
urinary fistula, most commonly occurs 
during pelvic operations in the female and 
frequently in operation for diseases of the 
left half of the colon. 

During such surgical operative proce- 
dures it is paramount that the surgeon 
visualize both ureters. In some cases of 
pelvic malignant disease it is necessary 
for the surgeon to obtain free exposure of 
the terminal portions of the ureters; and, 
when he does so, the blood supply of the 
ureter may be impaired, and necrosis with 
subsequent fistula may develop. A gen- 
erous portion of the blood supply of the 
terminal portion of the ureter comes from 
a branch of the ovarian artery. 
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Fig. 7.—Photograph of specimen in the case of 
Mr 


R. N., aged 46. (See text.) 
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P. H., aged 73. (See text.) 





In the presence of a good kidney on the 
other side, a nephrectomy on the affected 
side is conservative and is preferable to 
multiple operations on the ureter. The 
following case is representative. 

Mrs. I. A., aged 62 (Fig. 8), came to the 
Clinic because of vaginal bleeding. The diag- 
nosis was adenocarcinoma of the uterus. Dur- 
ing dissection of the pelvis the terminal por- 
tion of the right ureter was freely exposed. 
Chills and fever occurred several days later, 
followed by leakage of urine from the vagina. 
The ureter could not be catheterized, and a 
fistula was demonstrated. Recovery was com- 
plete after nephrectomy. No recurrence of the 
uterine malignant disease had been observed 
six years after the operation. 

Diverticulosis and diverticulitis of the 
sigmoid present largely a medical and sur- 
gical problem. The development of an in- 
testinovesical fistula due to diverticulitis 
creates a difficult urologic problem. Diver- 
ticulitis of the bowel accounts for approxi- 
mately 50 per cent of all cases of intes- 
tinovesical fistula. It is suggested that, 
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Fig. 8.—Roentgenogram of Mrs, I, A., aged 62. 
(See text.) 


with patients with diverticulitis in whom 
urinary symptoms develop, consideration 
should be given to the possible develop- 
ment of an intestinovesical fistula. I have 
observed patients with intestinovesical fis- 
tula secondary to diverticulitis of the 
bowel who were admitted only because of 
symptoms referable to the urinary blad- 
der. In 1 of my patients mild recurrent 
attacks of cystitis occurred for three years 
before pneumaturia developed, and there 
were no symptoms referable to the gastro- 
intestinal tract. Pneumaturia, or the pas- 
sage of air in the urine, is not always 
pathognomonic of intestinovesical fistula, 
but it should be so considered until it is 
proved to be due to some other cause. 
Mr. D. B., aged 63 (Fig. 9A), came to the 
Clinic only because of frequency of urination, 
terminal dysuria and hematuria, of several 
months’ duration. His history disclosed sev- 
eral attacks of pain in the left lower abdominal 
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quadrant, the first attack having occurred 
thirty years earlier. The history of the at- 
tacks suggested an intestinal origin, probably 
diverticulitis. There was no history of the 
passage of blood from the rectum. The cysto- 
gram showed a straight line defect, as from 
pressure by a mass from outside the bladder. 
This defect I consider typical of those present 
in practically all cases of intestinovesical fis- 
tula. Operation disclosed a carcinoma of the 
sigmoid occurring in the area of diverticulosis, 
with marked inflammatory reaction. 

The symptoms of diverticulitis may at 
times be extremely vague and confusing, 
e.g., vague lower abdominal pains and dis- 
tress with a low grade febrile reaction of 
several weeks’ duration, and the use of sul- 
fonamides and antibiotics when the diagno- 





Fig. 9.—A, roentgenogram of Mr. D. B., aged 63. 
B, film taken in the case of Mr. R. F. M., aged 37. 
(See text.) 








sis is not clear may mask symptoms. Once 
the diagnosis of diverticulosis and diver- 
ticulitis has been established, the persistent 
use of the sulfonamides and antibiotics 
may be followed by a dormant abscess and 
the subsequent development of a fistula. 
For patients whose progress is not satis- 
factory, consideration should be given to 
surgical intervention. 

Neither the duration, the history of 
symptoms referable to diverticulitis nor 
the severity of the attacks seems to in- 
fluence the development of the fistula. 

Mr. R. F. M., aged 37 (Fig. 9B), first noted 
gastrointestinal symptoms in 1948, at which 
time a diagnosis of diverticulosis and diver- 
ticulitis was made. He had had three episodes 
of diverticulitis, the last one being the most 
severe and prolonged, for which he was given 
antibiotics. Ten days or so after the onset 
he noted some dysuria and a few days later 
was quite sure he passed in the urine some 
mineral oil which he had been taking by mouth. 

A barium enema demonstrated a large filling 
defect and probably a large abscess cavity. 
The cystogram I consider still rather typical, 
although a granulomatous type of lesion must 
be suspected, or malignant disease, even in 
one of his age. 

In the surgical management of these 
cases, the importance of a preliminary 
colostomy established in the transverse 
portion of the colon to allow the inflam- 
matory reaction to subside cannot be over- 
emphasized. The use of the sulfonamides 
and the antibiotics have made it possible 
to do more one-stage repairs in selected 
cases. In spite of the use of these adjuvant 
drugs, the incidence of recurrence is defi- 
nitely greater after a one-stage repair. 


SUMMARY 


The author discusses a number of uro- 
logic conditions that may be encountered 
by the general surgeon: anuria from vari- 
ous causes; pelvic ectopic kidney; renal 
and ureteral calculi; disease of the gall- 
bladder ; tumor in an undescended testicle, 
and diverticula. Illustrative cases are in- 
cluded to indicate the symptoms, treatment 
and possible complications. 
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RESUME 


L’auteur examinet una série de las con- 
ditions urologiques que le chirurgien 
général pouvoit encountar: anuria de las 
sources divers; l’éctopie pelvie del rein; 
les calculi rein et utérin et la maladie de 
la vessie. 

L’étudier fait usage des éclaircissements 
a démonstrer les symptémes, le traitement 
et las complications possibles. 


ZUSAM MENFASSUNG 


Der Verfasser erértert eine Reihe 
urologischer Erkrankungen, denen der 
Allgemeinchirurg begegnen mag. Dazu 
gehéren Harnverhaltung  verschiedener 
Ursachen, Verlagerung der Niere ins 
kleine Becken, Nieren-und Harnleiter- 
steine, Gallenblasenerkrankungen, Ge- 
schwiilste im nicht herabgestiegenen Hoden 
und Divertikel. Die Symptomatologie, Be- 
handlungsverfahren und vorkommende 
Komplikationen werden an Hand von 
erliuternden Fallen besprochen. 


RESUMEN 


El autor discute una serie de padecimi- 
ento urolégicos que pueden ser encontrados 
por el cirujano general: anuria de diversas 
causas, rinon pélvico ectépico, calculo renal 
y ureteral, padecimiento vesicular, tumor 
en un testiculo criptorquidico y diverticu- 
los. Se comunican casos ilustrativos para 
indicar los sintomas, tratamiento y com- 
plicaciones posibles. 


RIASSUNTO 


Vengono elencate le affezioni urologiche 
che possono interessare il chirurgo gen- 
erale: l’anuria da cause varie, ]’ectopia 
pelvica del rene, i calcoli renali e uretrali, 
le malattie della vesica, i tumori dei testi- 
coli ectopici, i diverticoli. Vengono presen- 
tati alcuni casi dimostrativi. 
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cyst,” is a relatively uncommon, usu- 

ally solitary, benign multiloculated os- 
seous tumor resembling venous cavernoma. 
Its dilated venous spaces are blood-filled, 
bordered by fibroconnective tissue and in 
active communication with the venous cir- 
culation. 

The lesion has been most frequently ob- 
served in young and adolescent persons 
and arises in the shafts of the long bones, 
in the flat bones and in the vertebrae. 
Recently it has been reported as occurring 
in the calvarium, the scapula, the sacroiliac 
region and the bones of the foot.” 

The literature dealing with this subject 
is not very extensive, and the number of 
cases reported is relatively small. While 
it is generally agreed that the lesion is 
benign, confusion exists as to its origin 
and pathogenesis. 

In 1876, Sir James Paget,’ in his lec- 
tures on surgical pathology, stated: “In 
most cases described under the name An- 
eurism of bone or osteo-aneurism, I am 
far from convinced that in all cases thus 
entitled, the blood vessels of the bone were 
primarily or chiefly diseased.” He stated 
further that many of the lesions were 
really “Medullary cancer or myeloid tu- 
mor of the bone.” 

A few authors have confused bone an- 
eurysm, a benign lesion, with malignant 
disease of bone because, in many cases of 
the latter, there is associated hemorrhagic 
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necrosis, as well as cystic degeneration of 
the bony lesion. 

Malignant aneurysm of bone, as de- 
scribed by Geschickter and Copeland,' is 
an osteolytic sarcoma, confined at first to 
the medullary or cancellous portion of 
the bone and surrounded by bony cortex, 
which may subsequently become grossly 
cystic. As the lesion rapidly progresses 
and the roentgenologic picture shows al- 
terations, the differential diagnosis be- 
comes evident. Pathologically, there may 
be hemorrhage and cystic degeneration. 
Microscopically, the lesion is typical of 
malignant tumor. 

De Quervain‘ published and described a 
case of solitary multicystic blood-contain- 
ing tumor involving the entire distal third 
of a fibula in a boy. That case is similar 
to the one here reported. He called the 
tumor a bone aneurysm but erroneously 
regarded the lesion as “‘a form of osteitis 
fibrosa cystica or a giant-cell sarcoma, in 
which an artery had become eroded and 
communicating with the spaces of the tu- 
mor (sog. aneurysma).” 

Lichtenstein,®> in a comprehensive re- 
port, cited 8 cases in this category from 
various hospitals in the vicinity of Los 
Angeles. He made detailed histologic 
studies of the lesion, described its defini- 
tive pathologic picture and more aptly 
designated it “aneurysmal bone cyst.” 

His studies at that time, however, were 
limited to small fragments and currettings 
of bone from cases in which only conserva- 
tive operations and biopsies had been per- 
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Fig. 1—A, spindle-shaped tumor at distal third of left fibula. B, preoperative roentgenogram show- 


ing venous cavernoma involving distal third of left fibula. 


formed. The lesion is benign, and he ex- 
pressed doubt that it is a neoplasm at all. 
He acknowledged that some of the lesions 
were first diagnosed as giant-cell tumors, 
and others had been suspected of being 
osteogenic sarcoma. 

In 1942, Jaffe and Lichtenstein* reported 
2 cases of solitary blood-containing cyst- 
like lesions, classifying them at the time 
as aneurysmal cysts. Both occurred in 
male patients 17 and 18 years old respec- 
tively. In the former the lesion originated 
in the ascending ramus of the right pubic 
bone, and in the latter it involved the body 


of the second dorsal vertebra, with ero- 
sion of adjacent bony structures, and sub- 
sequently resulted in spinal compression. 

Mayer and Kestler’? reported a similar 
case in which the spine was involved at 
a different level, and also cited an addi- 
tional case. 

Pathologically, aneurysmal bone cyst, 
when it arises in long bones, is a localized 
multicystic blood-containing expanding le- 
sion. It grows eccentrically, ballooning out 
the involved area and giving rise to an 
oval or spindle-shaped tumor formation. 
The cortex of the involved bone tends to 
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be locally distended by multicystic com- 
municating blood-filled venous _ spaces, 
which cause erosion of the involved bone, 
but it does not break through because of 
overlying reactive periostitis, with new 
bone deposits. Its progressive enlarge- 
ment does not result from infiltration or 
erosion by tumor cells, but rather from 
increased venous pressure within the cav- 
ernous tumor. 

Microscopically, the presence of multi- 
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ple cyst-like blood containing dilated pre- 
formed venous channels supported by 
fibroconnective tissue septa are character- 
istic of the lesion. There may also be 
hemorrhage, giant cell reaction and some 
new bony deposits. Lichtenstein’ contends 
that the presence of giant cells is the 
pattern of “inordinate vascularity, bone 
resorption and reconstruction.” The path- 
ologic significance of these giant cells may 
possibly be the result of bone destruction 


Fig. 2.—A, postoperative healed bone graft of distal third of fibula. B, postoperative result, showing 
photograph showing scar over distal half of left fibula. 
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Fig. 3.—Postoperative roentgenogram of excised 
specimen. 


and hemorrhage. It is the presence of the 
giant cells in aneurysmal bone cyst that 
causes this tumor to be mistaken for giant- 
cell tumor or even giant cell sarcoma. 

The distention and hypertrophy of the 
blood spaces or multicystic blood pools in 
the tumor can be grossly compared with 
the end result of congenital polycystic dis- 
ease of the kidney, in which the lesion is 
congenital and its multiple cysts result 
from hydrostatic back pressure, with sec- 
ondary parenchymatous degeneration due 
to pressure atrophy. 

In a more recent publication, Lichten- 
stein? again called attention to aneurysmal 
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bone cyst and cited additional cases, as 
well as the occurrence of the lesion at other 
sites, such as the calvarium, the scapula, 
the sacroiliac region and the bone of the 
foot. He reiterates his previous conjec- 
ture, that aneurysmal bone cyst apparently 
results from a local circulatory disturb- 
ance, possibly “venous thrombosis or ar- 
teriovenous aneurysm leading to increased 
venous pressure and development of a 
dilated engorged vascular bed within the 
affected bone area.” 

Mikulicz® in 1906 expressed the opinion 
that “aneurysm of bone results from a 
localized derangement and growth of the 
involved bone.” 

Angioma in bone should not be confused 
with aneurysmal bone cyst, because the 
choice of treatment must necessarily be 
different. Typical angioma, when it does 
occur in bone, arises most often in the 
flat bones, the vertebrae, the ribs or the 
skull. In the long bones it may involve 
only the superficial cortical layer and grow 
outward into the surrounding soft tissues 
without compromising the continuity of 
the bone or impairing its weight-bearing 
function. In such cases conservative ex- 
tirpation of the tumor by currettage of 
the bone, with implantation of bone chips, 
is adequate. 

_ On the other hand, in the presence of 
an aneurysmal bone cyst the entire cir- 
cumference of the long bone may be in- 
volved. In these circumstances, resection 
in the continuity of the involved bone and 
replacement by an autoplastic bone graft 
are indicated. 


REPORT OF CASE 


G. H., a 14-year-old white boy, complained 
of a swelling involving the lower third of the 
left fibula. 

He stated that he had felt moderate pain, 
especially on pressure and on motion of the 
ankle joint. His parents reported that the 
tumor had developed within one and one-half 
to two years. The boy was somewhat under- 
nourished but was otherwise in good physical 
condition. 

Examination.—The lower third of the left 
fibula was transformed into a spindle-shaped 
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mass (Fig. 14). It was the size of a large 
lemon; its surface was smooth and regular, 
and on moderate pressure parchment crack- 
ling could be elicited over different areas of 
the tumor, which was painful. 

The first clinical impression was that of 
sarcoma of the fibula. 

Roentgen examination (Fig. 1B) revealed 
a multicystic thin-walled tumor involving the 
entire bone, including the medullary cavity. 

Free venous blood was obtained upon as- 
piration. This result and the roentgen obser- 
vations led to the diagnosis. This lesion cor- 
responds to the well-known case reported by 
de Quervain.4 

Operation.—The lower third of the fibula 
was resected, with its epiphysis, and replaced 
by a tibial graft, with a corresponding piece 
of epiphysis from the right tibia. The prox- 
imal end of the graft was impacted into the 
medullary cavity of the proximal remnant of 
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the fibula. Distally it was sutured to the cut 
ligaments of the ankle joint. A plaster cast 
was applied. 

Healing by bony union and connection with 
the talocrural joint were complete six months 
after the operation (Fig. 2). There was no 
deformity or failure of growth of the bone 
in the ensuing years. 

Ten years later the boy’s parents reported 
that he had been inducted into the army and 
killed in battle. 

Pathologic Observations.—The resected tu- 
mor occupied the lower third of the fibula, in- 
cluding the epiphyseal line and the malleolus, 
which was 15 cm. long and 9 cm. wide. It was 
opened sagittally and revealed large and small 
cavities separated by fine lamellae of fibrocon- 
nective tissue and filled with intercommuni- 
cating pools of blood. The outer shell of the 
bone was very thin in spots; in other areas 
the corticalis was thickened by bony periosteal 


Fig. 4——Low power view of decalcified specimen, showing multiple dilated venous channels sup: 


ported by fibroconnective tissue septums and numerous giant cells. 
present. 
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Patches of osteoid tissue are 
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Fig. 5.—High power view of dilated venous channel lined by fibroserous tissue; contains some free 
blood, supported by fibroconnective tissue. Note multinuclear hemosiderin-laden giant cells, also a 
few patches of osteoid tissue. 


reaction. This picture corresponds exactly to 
the roentgenogram taken of the specimen 
(Fig. 3). 

Photomicrographs (Figs. 4 and 5) show the 
essential pathologic lesions as described in 
the legends. 

We are reporting this case because of 
the unusual massive involvement of the 
entire distal third of the fibula in a boy; 
additionally, we wish to present a differ- 
ent concept as to the pathogenesis of this 
tumor. 

It is feasible to regard aneurysmal bone 
cyst as a congenital venous cavernoma. 
Small at birth, it gradually enlarges with 
the growth of the involved bone. Its ex- 
pansion can be explained by the increasing 
venous pressure within the cavernoma, 
which is due to stagnation of venous blood 
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within the blood spaces, probably the re- 
sult of inadequate drainage. The venous 
hypertension within the involved bony le- 
sion causes pressure atrophy, necrosis and 
resorption of adjacent bony structure, re- 
sulting in a dilated, engorged, hypertro- 
phied vascular bed with the consequent 
formation of multicystic blood-filled spaces, 
somewhat analogous to the venous stag- 
nation associated with progressively en- 
larged varicosities. 

Radical excision with replacement by 
bone graft is indicated when a large part 
of weight-bearing bone is involved. This 
is in contradistinction to what Lichten- 
stein proposed, conservative curettage. 
The latter procedure is applicable only to 
small lesions in which the bone is not com- 
promised. 
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SUMMARY 


1. A case of cavernous angioma (so- 
called aneurysmal bone cyst) of the left 
fibula is reported. 

2. Resection of the distal third of the 
fibula and three bone grafts from the op- 
posite tibia, including a piece of epiphysis, 
were successfully performed. 

3. In the authors’ opinion this lesion 
has no relation to bone cyst. It is rather 
a congenital venous cavernoma of bone 
that gradually enlarges owing to increased 
intrinsic venous pressure. 


ZUSAM MENFASSUNG 


1. Es wird aber einen Fall von kaver- 
nodsem Angiom (sogenannter aneurysma- 
tischer Knochenzyste) des linken Waden- 
beins berichtet. 

2. Das distale Drittel der Fibula wurde 
reseziert und mit Erfolg durch ein Kno- 
chentransplantat von der Tibia der anderen 
Seite, das ein Stiick der Epiphyse ein- 
schloss, ersetzt. 

3. Die Verfasser glauben nicht, dass die 
vorliegende Erkrankung irgendetwas mit 
Knochenzysten zu tun hat. Es handelt sich 
vielmehr um ein angeborenes vendses 
Knochenkavernom, das sich infolge des 
zunehmenden inneren Venendrucks ll- 
miahlich vergréssert. 


RIASSUNTO 


1. Viene riferito un caso di angioma 
cavernoso del perone sinistro (cosidetta 
cisti ossea aneurismatica). 

2. Si fece una resezione del 3° distale 
del perone, seguita da trapianto osseo 
libero (dalla tibia dal lato opposto, com- 
presa una parte di epifisi). 

3. L’autore pensa che I’affezione non ab- 
bia aleun rapporto con le cisti ossee. Si 
tratta piuttosto di un angioma cavernoso 
(venoso) congenito, ad aumento progres- 
sivo dovuto alla pressione intrinseca. 
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RESUME 


1. Rapport d’un cas d’angiome caver- 
neux du péroné gauche. 

2. Résection du tiers distal du péroné; 
greffe osseuse libre prélevée sur |’autre 
tibia, avec un fragment d’épiphyse. Guéri- 
son. 

3. L’auteur pense que cette affection n’a 
pas de rapport avec le kyste osseux. I 
s’agit plutot d’un angiome veineux con- 
génital de l’os, qui se développe graduel- 
lement en raison de |’augmentation intrin- 
séque de la pression veineuse. 


RESUMEN 


1. Se comunica un caso de angioma 
cavernoso del peroné izquierdo (quiste 
6seo aneurismatico) . 

2. Se llevé a cabo con exito la reseccién 
del tercio distal del peroné y el injerto 
6seo libre de la tibia del lado opuesto, in- 
cluyendo un pedazo de epifisis. 

3. En la opinién del autor, esta lesién 
no tiene relacién con el quiste é6seo, tratan- 
dose mas bien de un cavernoma venoso 
congénito del hueso que creoe gradulamen- 
te debido al aumento de presién venosa 
intrinseca. 
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Comer of Gee Thyroid 


Evaluation of Results in a Recent Series 


CORNELIUS B. DECOURCY, M.D. 
CINCINNATI, OHIO 


roid present a challenge to the sur- 

geon, both because clinical diagno- 
sis is usually impossible in the earlier 
stages and because discriminating judg- 
ment is required in deciding upon the 
method of management best suited to the 
individual case. 

By the time cancer of the thyroid can 
be diagnosed clinically, it is usually so far 
advanced that there is little hope of a 
satisfactory outcome of treatment. Thy- 
roidectomy should be performed while the 
growth is still localized and intact. After 
the surrounding structures have become 
involved, the prognosis is not good; the 
more extensive the involvement, the poorer 
the outlook. Operation at an early stage 
is also the only method of guarding against 
metastases through the blood stream; as 
the thyroid, unlike other endocrine glands, 
is well supplied with blood vessels. Cer- 
tain types of thyroid cancer are particu- 
larly likely to spread in this manner. 

Another problem needing careful con- 
sideration arises when the malignancy has 
reached a stage at which complete removal 
is impossible. Experience at the DeCourcy 
Clinic indicates that such measures as tra- 
cheotomy and high voltage roentgen ray 
therapy give better results in cases of this 
kind than do radical operations. I have 
observed many patients with inoperable 
conditions who have lived comfortably for 
years under conservative treatment. 

Review of a Series of 22 Cases.—It is 
the Clinic’s custom to review the cases 
of surgical patients at intervals of a 
few years. Not only are its own records 
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studied, but correspondence and personal 
examination of former patients, when pos- 
sible, are utilized to obtain a well-rounded 
picture of the results of treatment. These 
reviews aid members of the Clinic in eval- 
uating the methods employed and contrib- 
ute to unified progress in various technics. 
We have recently concluded a study of a 
series of 851 cases of thyroid disease, clas- 
sified as shown in Table 1. 
TABLE 1.—Benign and Malignant Conditions of 
the Thyroid 


Benign Conditions 
Nature of Disorder Number of Cases 





BUNOERRRN IN NO os So ol eo cpt cece 563 
Diffuse toxic goiter.......................... .220 
Recurrent diffuse goiter -.............2...0..cceceeeeeeeee 3 
Thyroiditis (acute, inflammatory) ...................... 3 


Hashimoto’s disease 
Riedel’s struma .................... 
BEN RRR Soot ks ed ah ee 





Malignant Conditions 


Cancer OF the thyroid....:.........:.ccc.cscscickcccsccceosecsenes 17 
Hirthle cell tumors.......2....0............02---eceeccececeeeeeeee 5 

| |” eee eee ee 22 
Total for entire series. .........0........2.ccecceeeeeeeeeeeeeeeee 851 


As is shown by Table 1, the malignant 
growths constituted about 2.6 per cent of 
the series. This percentage is lower than 
those reported by some authors; but each 
of our patients received a thorough his- 
tologic examination by an excellent pa- 
thologist, and prolonged follow-up periods 
have provided evidence confirming the ob- 
servations. The proportion of malignant 
tumors reported as occurring in thyroid 
disease varies widely. For example, Mc- 
Gavack! described a series of 408 cases, 
in 2.2 per cent of which the lesion proved 
malignant; while Crile? made the discov- 
ery of malignancy in 30 cases of a series 
of 768 thyroidectomies and stated that 5 











VOL. XXII, NO. 4 


inoperable thyroid cancers were diagnosed 
during the same period (a total of 4.5 per 
cent of malignancy). The incidence of can- 
cer in the nodular goiters in this series 
was higher: 5.6 per cent. 

Recently there have been reports in the 
literature of very high percentages of 
malignancy in nontoxic nodular goiters, 
especially in discrete nodules. A striking 
instance is afforded by the series of Cerise 
and his associates,? in which 12.8 per cent 
of the multinodular goiters and 19.8 per 
cent of the solitary nodules observed were 
discovered to be malignant. 

Such high proportions were not present 
in the Clinic series; however, 10 per cent 
of the single nodules proved malignant. 
The percentage for multinodular goiters 
was 3.5. These percentages emphasize the 
importance of immediate operation, after 
the discovery of solitary nodules, no mat- 
ter how small; and of complete removal 
of every nodule in cases of multinodular 
goiter. 

As the causation of thyroid tumors is 
still in need of elucidation, the reasons for 
the variations in the reported incidence of 
cancer of the gland remain a matter of 
speculation. Several factors may be im- 
plicated. Among the most important ap- 
pear to be the regional prevalence of goiter 
and the promptness with which patients 
seek medical advice. In the latter question 
economic conditions may play an influential 
part. It is well established that cancer of 
the thyroid occurs more frequently where 
goiter is endemic than elsewhere ;* and, ac- 
cording to McGavack'! there is a history of 
preexisting adenoma or cystadenoma of 
one to ten years’ duration in most cases 
of malignant goiter. 

Age and Sex Distribution.—This series 
included 17 female and 5 male patients. 
Their ages ranged from 11 to 77 years. 
The age grouping is shown in the follow- 
ing table (Table 2). 

This analysis shows that 59.1 per cent 
of the patients were in the sixth and sev- 
enth decades of life and that 68.2 per cent 
had reached or passed the age of 50. 

Diagnosis.—Histologic study of the tu- 
mor is the deciding factor not only in 
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TABLE 2.—Ages of Patients with Cancer 
of the Thyroid 

Age Group Number of Cases Per Cent of Series 
Under 30 years 13.6 
From 30 to 39, incl. 9.1 
From 40 to 49, incl. 
From 50 to 58, incl. 3 
From 60 to 69, incl. 2 
70 or older 


reaching a definite diagnosis but in deter- 
mining the prognosis in any given case. 
As with cancer in general, grading seems 
to be of great significance in the prognosis. 
Although Brodie’s classification is not in- 
fallible, we have found it a valuable aid. 


Of the 22 malignant goiters in this 
series, 5 were diagnosed as papilliferous 
carcinoma or adenocarcinoma; 1 as a 
mixed form of adenocarcinoma partly 
papilliferous; 1 as adenocarcinoma; 1 as 
sclerosing carcinoma; 2 as carcinoma; 1 
as reticulum cell lymphosarcoma; 1 as 
reticulum cell lymphoma; 4 as Hiirthle cell 
carcinoma, and 1 as Hiirthle cell adenoma. 

It will be noted that there were 5 pa- 
tients with Hiirthle cell tumors. Although 
medical opinion is not unanimous on the 
question of Hiirthle cells, and their pres- 
ence in nonmalignant conditions of the 
thyroid is not impossible, the prevailing 
view today supports our opinion that 
whenever these cells are found malignancy 
must be suspected and the patient treated 
accordingly. 

Methods of Treatment.—The cases in 
this series were managed in conformity 
with the standard procedures at the De 
Courcy Clinic and the individual data on 
each patient. 

If malignancy was discovered in an 
adenoma, after subtotal thyroidectomy 
with removal of all nodules, high voltage 
roentgen ray therapy over the entire neck 
was employed, and the patient was kept 
under monthly observation. If malignancy 
was suspected before operation for an op- 
erable growth, a bilateral total thyroidec- 
tomy was performed, with inspection of 
the entire neck for possible glandular in- 
volvement, followed by high voltage roent- 
gen therapy. Our observations have led to 
opinion that an extremely radical opera- 
tion, such as removal of the sternocleido- 








mastoid muscle, is not advisable. I have 
sometimes removed the jugular vein on 
the affected side, but the present series 
included no case in which this was indi- 
cated. When malignancy has advanced so 
far that complete removal is impracticable, 
surgical intervention is considered con- 
traindicated. High voltage roentgen ther- 
apy was administered to the inoperable 
patients, with the object of affording re- 
lief and prolonging life. 

We have not found radioactive iodine a 
useful weapon against thyroid cancer. 
Surgical intervention is essential except 
when the condition is too far advanced, 
and high voltage roentgen therapy is the 
most valuable measure for inoperable 
cases, in general, or as an adjunct in post- 
operative treatment. 

Results.—It is obvious that an adequate 
evaluation of the results of treatment re- 
quires prolonged observation. The patients 
in this series have all been followed up to 
1954, or until death intervened, except 1 
woman with inoperable carcinoma with 
whom we have been unable to maintain 
contact. In estimating results, we have 
divided the patients into three groups: 
(1) those now living and well; (2) those 
who were operated upon successfully but 
have subsequently died, and (3) those with 
inoperable conditions. 

Group I (living and well) includes 10 
patients. In 6 of these (60 per cent) from 
six to seven years have elapsed since thy- 
roidectomy. Two patients in this group 
have had recurrences, which were treated 
promptly and responded well. 

Group II includes 7 cases. The period 
of survival varied from two to seven years, 
except in 1 instance; that of a patient who 
refused surgical treatment until four 
years after her first examination and died 
of carcinoma of the liver six months after 
the operation. This case illustrates the 
danger of long postponement when thy- 
roidectomy is indicated. 

Most recurrences in these two groups 
were in the area of the gland itself, or 
in the larynx, the lungs or the liver. 

There were 5 patients in Group III (in- 
operable). One patient died on the day 
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of the first examination: 1 could not be 
followed; the remaining 3 lived for two 
months to one year under conservative 
treatment. 

Case Histories.—Details of a few cases 
are given briefly, to illustrate certain 
points brought out in the preceding pages. 
The first 2 cases are instances of a com- 
mon type of thyroid malignant disease. 

CASE 1.—A woman aged 51 had papilliferous 
adenocarcinoma, Grade II. Operation was per- 
formed in 1948. There were two recurrences 
(1950 and 1951), both successfully treated. The 
patient is now living, with no evidence of re- 
currence or metastasis. Prompt treatment of 
recurrences has maintained the successful re- 
sults of the original operation. 

CASE 2.—A woman aged 77 had papilliferous 
carcinoma of the thyroid, Grade II. Operation 
was performed in 1948. The patient is living 
and well, without recurrence or signs of metas- 
tasis. In this instance a patient of advanced 
age has lived comfortably, without further 
trouble, for six years. 

The next 2 cases exemplify less fre- 
quently encountered forms of thyroid ma- 
lignant change. In 1 of these the condition 
was inoperable, so that prolongation of 
life was necessarily the chief aim of treat- 
ment. 

CASE 3.—A woman aged 64 had anaplastic 
carcinoma of the thyroid, inoperable when first 
examined. Her life was prolonged for a year 
by roentgen ray therapy. 

CASE 4.—A woman aged 27 had a hyper- 
plastic thyroid and a Graves type malignant 
reticulum cell lymphoma. Operation was per- 
formed in 1948. Recurrence in 1953 was suc- 
cessfully treated with roentgen ray therapy. 
The patient is now living and well. 

Results in the 5 cases of Hiirthle cell tu- 
mor may be summarized as follows: 3 of 
the patients are now alive and well after 
follow-up periods of one, six and seven 
years respectively; 2 died of metastatic 
carcinoma three and five years, respec- 
tively, after thyroidectomy. 

The case of a patient treated prior to 
the beginning of the series reported in this 
paper is of interest because of the many 
years of survival, although thyroidectomy 
was performed in 1939. A recurrence in 
1941 was treated by surgical removal of 
2 small fragments (weight 4.Gm.) over- 
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lying the thyroid cartilage. When there 
was a second recurrence in 1945, two 
small masses of tissue (7 by 12 mm.) 
overlying the thyroid cartilage were re- 
moved. The operations were both followed 
by high voltage roentgen therapy. In 1952 
death occurred as a result of a laryngeal 
hemorrhage. Autopsy revealed a small re- 
currence of malignant tissue in the larynx. 
After the original subtotal thyroidectomy, 
this patient survived in comfort for thir- 
teen years. 


CONCLUSIONS 


1. Signs and symptoms of malignant 
disease of the thyroid seldom become 
manifest until surrounding structures 
have been invaded or metastasis through 
the blood stream has occurred. Hence, 
conditions of the thyroid in which cancer 
is likely to develop should receive prompt 
surgical treatment. 

2. Every nodule, whether single or mul- 
tiple, detected in the gland should be re- 
moved surgically as soon as possible after 
discovery. 

3. The diagnosis and prognosis in each 
case must be based upon competent his- 
tologic study. 

4. Grading appears to be an important 
factor in determining the prognosis. 

5. In the light of present knowledge, 
tumors containing Hiirthle cells should be 
suspected of malignancy. 

6. Treatment of thyroid cancer depends 
largely upon the degree of advancement. 
Sound surgical judgment is represented by 
the following dictum: when malignancy 
is far advanced, operation should be lim- 
ited to what is essential; when it is in an 
early stage, removal should be as thor- 
ough as possible. 

7. High voltage roentgen ray therapy 
is of great value postoperatively and in 
cases of inoperable tumor. 


SCHLUSSFOLGERUNGEN 


1. Die Symptome und klinischen Zeichen 
bésartiger Erkrankungen der Schilddriise 
treten im allgemeinen erst auf, wenn die 
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benachbarten Gewebe befallen sind oder 
Metastasen auf dem Blutwege entstehen. 
Aus diesem Grunde verdienen Krankheiten 
der Schilddriise, die zur Krebsbildung 
fiihren kénnen, unverziigliche chirurgische 
Behandlung. 

2. Jeder in der Schilddriise entdeckte 
Knoten, ob er einzeln oder in Gemeinschaft 
mit mehreren auftritt, sollte, sobald er zur 
Beobachtung kommt, reseziert werden. 

3. Die Diagnose und Prognose des ein- 
zelnen Falles beruht auf zuverlassiger his- 
tologischer Untersuchung. 

4. Klassifizierung ist offenbar ein wich- 
tiger Faktor in der Prognosestellung. 

5. Nach dem heutigen Stande unserer 
Kenntnisse miissen Geschwiilste, die 
Hiirthlesche Zellen enthalten, als krebsver- 
dachtig aufgefasst werden. 

6. Die Behandlung des Schilddriisen- 
krebses hingt in hohem Grade davon ab, 
wie weit die Erkrankung vorgeschritten 
ist. Eine verniinftige chirurgische Beur- 
teilung lasst sich etwa folgendermassen 
ausdriicken: Ist die Erkrankung weit vor- 
geschritten, beschrinke man den chirurgi- 
schen Eingriff auf das Wesentliche; im 
friihen Stadium reseziere man so sorg- 
faltig wie méglich. 

7. Rontgentiefenbestrahlungen sind von 
grossem Wert sowohl als posoperatives 
Verfahren als auch in inoperablen Fallen. 


CONCLUSIONES 


1, Los sintomas y signos de las neo- 
plasias malignas rara vez se manifiestan 
hasta que las estructuras vecinas han sido 
invadidas, 6 las metastasis hematégenas 
han tenido lugar. De aqui que los padeci- 
mientos tiroideos en los que se produce 
el cancer deban recibir tratamiento qui- 
rurgico inmediato. 

2. Cualquier ndédulo, simple 6 multiple, 
observado en la glandula debera ser ex- 
tirpado quirirgicamente tan pronto como 
sea posible después de su descubrimiento. 

3. El diagnéstico y prondstico en cada 
caso debe ser basado en un estudio histo- 
l6gico competente. 

4. El grado del carcinoma parece ser un 











factor importante en la determinacién del 
pronostico. 

5. A la luz del conocimiento presente, 
los tumores conteniendo células de Hurtle 
deben ser sospechosos de malignidad. 

6. El tratamiento del cancer tiroideo 
depende grandemente del grado de desar- 


rollo. El juicio quirtirgico general esta 
representado por la maxima siguiente: 
cuando la neoplasia maligna esta muy 
avanzada la operacién debe limitarse a lo 
esencial; cuando esta en estadio temprano 
la extirpacién debe ser lo mas completa 
posible. 

7. La terapia roentgen de alto voltaje 
es de gran valor postoperatoriamente y 
en los casos inoperables. 


CONCLUSOES 


1. Os sinais e sintomas dos tumores 
malignos da tiredide raramente se mani- 
festam até que as estruturas vizinhas ten- 
ham sido invadidas ou tenha ocorrido 
metastase através do fluxo sanguineo. 
Portanto, quando ha suspeita de cancer 
da tiredide, os casos devem ser submetidos 
ao tratamento cirtirgico imediato. 

2. Todo nédulo, Gnico ou miltiplo, en- 
contrado na glandula, deve ser removido 
cirurgicamente logo apdés sua descoberta. 

3. O diagnéstico e o prognéstico de cada 
caso devemser baseados no estudo his- 
tol6égico competente. 

4. O grau de malignidade parece ser 
um fator importante na determinacao do 
prognostico. 

5. A luz dos conhecimentos atuais, os 
tumores que contém células de Hiirthle 
devem ser considerados suspeitos de ma- 
lignidade. 

6. O tratamento do cancer da tiredide 
depende em grande parte do grau de 
adiantamento. O critério cirurgico é repre- 
sentado pelo seguinte: quando ha grande 
infiltragéo, a operacéo deve ser limitada 
ao essencial; quando em estado precoce, a 
remocaéo deve ser a mais completa possivel., 

7. A radioterapia profunda é de grande 
valor pdés-operatério e nos casos inop- 
eraveis. 
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CONCLUSIONI 


1. I segni del carcinoma tiroideo rara- 
mente divengono manifesti fino a che non 
si ha l’invasione dei tessuti circostanti o 
la comparsa di metastasi ematiche. Bisog- 
na pertanto estirpare precocemente quelle 
affezioni della tiroide che possono rappre- 
sentare una condizione favorevole alla 
comparsa del carcinoma. 

2. Bisogna asportare al pil presto possi- 
bile qualunque nodulo, singolo o multiplo, 
che compaia nella tiroide. 

3. La diagnosi e la prognosi devono es- 
sere basate su un esame istologico com- 
pleto. 

4. La prognosi deve essere valutata in 
base alla graduazione delle lesioni. 


5. I tumori con cellule di Hiirthle devono 
essere considerati maligni. 

6. La cura del carcinoma della tiroide 
dipende dallo stadio in cui esso si trova. 
Quando esso é avanzato |’intervento deve 
essere ridotto all’essenziale, quando é pre- 
coce l’intervento deve essere il pili radi- 
cale possibile. 

7. Grande valore, nei casi inoperabili, 
acquista la roentgenterpia ad alto vol- 
taggio. 


RESUME 


1. Les signes et sympt6mes des affec- 
tions malignes de la thyroide se mani- 
festent rarement avant que les tissus 
environnants soient envahis ou que des 
métastases apparaissent par voie sanguine. 
De la la nécessité absolue d’un traitement 
chirurgical précoce. > 

2. Chaque adénome, qu’il y en ait un 
ou plusieurs devrait étre immédiatement 
extirpé. 

3. Le diagnostic et le pronostic doit étre 
basé sur un examen histologique précis. 
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Specialization is of the greatest value to surgery, not because each 
branch studies some small subject with greater intensity, but because each 
brings a fresh outlook, a new school of surgical thought, which can be 
applied with benefit to the rest of the art. Plastic surgery has raised the 
ideal of meticulous care in the handling of tissues; orthopaedic surgery 
stands not so much for the correction of deformity as for a vision domi- 
nated by the study of physiology and the respect of function. Such spe- 
cialisms are born in the vision of some man, or group of men. They rise, 
like waves upon the ocean, because some driving force raises the matter 
around it for a time above the surrounding level; like waves, they should 
agitate the common body while they are moving and be taken back into 
its substance when the driving force is spent. Every surgeon should study 
the leaders of plastic surgery and return to his own work kindled with a 
new vision of technical perfection. The gospel of orthopaedics should 
animate more than the surgery of crippledom. For specialisms that re- 
main apart tend to a dead and static perfection, having the semblance 
but not the reality of advance, like waves on the sand of the desert. 

Fashions change, but truth is eternal, and what has been accepted by 
successive generations must be founded upon truth. Therefore, the main 
body of surgical science and thought is orthodox, and heterodoxy concerns 
rather the form of its expression. To quote Sir Thomas Browne: “There 
is yet, after all the Decrees of Councils and the niceties of the Schools, 
many things untouch’d, unimagin’d, wherein the liberty of an honest rea- 


son ma ay and expatiate with security and far without the circle o 
y play and expatiate with ty and f. thout th le of 


an Heresie.’ 


—Ogilvie 
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Annular Pancreas 


SAMUEL SKAPINKER, M.B., B.Ch. (Rand), F.R.C.S. (Edin), F.I.C.S. 
JOHANNESBURG, SOUTH AFRICA 


increase of reports on cases of an- 

nular pancreas, and a review of the 
literature available to me revealed 44 cases 
of this condition treated surgically. This 
review is the largest collection of surgical 
cases so far reported. It is summarized in 
the accompanying table. 

The condition was first described by 
Tiedeman in 1818, and, since then, sporad- 
ic cases have been described. The earlier 
reports were all based on postmortem ob- 
servations. In the past three years 28 
cases, in all of which surgical treatment 
was employed, have been reported. The 
more frequent recognition of this condi- 
tion is probably due to more careful gas- 
troenterologic roentgen studies and to an 
increased tendency toward surgical treat- 
ment of lesions of the upper part of the 
intestinal tract. 

Pathologic Picture.—The malformed 
pancreas affects the second part of the 
duodenum and occasionally the bile ducts, 
causing jaundice and symptoms sugges- 
tive of cholecystitis. Ravitch (1950) ob- 
served also that it may be associated with 
multiple deformities when it occurs in 
infants. McNaught and Cox (1935) stated 
that in infants congenital deformities may 
accompany this lesion in about 25 per cent 
of cases, but this is not borne out by the 
published case reports. In 1 of Ravitch’s 
cases there was incomplete rotation of the 
colon; the portal vein was anterior to the 
duodenum, and the small bowel had an 
abnormal mesenteric attachment. 

In many of these cases the annular pan- 
creas was associated with gastric or 
duodenal ulceration. This may have been 
due to the gross distention of the duo- 


R increase there has been a marked 
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denum, which caused stretching of the 
pylorus and upset the normal duodenal 
reflux into the stomach. The pathologic 
pancreatic observations varied from nor- 
mality to chronic interstitial pancreatitis. 
The latter is due to the pressure of the 
abnormal tissue on the ampulla of Vater 
and reflux of bile into the pancreatic ducts. 

Embryologic Considerations.—This as- 
pect of the matter has been discussed by 
numerous authors (Baldwin in 1910, Mc- 
Naught in 1933, Anderson and Whapshaw 
in 1951). For detailed study, reference 
should be made to their publications. 
Briefly, the pancreas develops from two 
outgrowths—-one dorsal and one ventral— 
from the gut that is to become the duo- 
denum. The dorsal outgrowth forms the 
tail, body and right lower quadrant of 
the head of the pancreas. The ventral out- 
growth becomes two buds, one on each 
side of the common bile duct. One of these 
buds becomes atrophied. As the gut ro- 
tates, the ventral outgrowth migrates 
around the right side of the bowel and 
fuses with the dorsal portion to form the 
remaining portion of the head of the pan- 
creas, which by further rotation comes to 
lie opposite the second part of the duode- 
num. Each outgrowth has its own main 
duct. In a study of these ducts, the an- 
nulus in the majority of cases of annular 
pancreas had a single main duct that origi- 
nated in the portion of the ring overlying 
the left anterior surface of the duodenum. 

Macrosopically the annular pancreas 
may present in three ways. It may have 
the appearance of a signet ring, which 
may or may not completely encircle the 
duodenum. When it does not completely 
encircle the duodenum it leaves the ante- 
rior surface of the duodenum exposed, as 
occurred in my own case (Fig. 1). The 
gland may have a normal body and tail 
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Fig. 1—Diagram showing conditions observed at opera- 
tion. Note gross dilatation of the duodenum and “signet- 
The anterior surface of 


ring” appearance of pancreas. 
the duodenum is uncovered by pancreas. 


but may have a prolongation of the head, 
which passes as a slip around the duode- 
num. The duodenum above the constrict- 
ing pancreas is usually grossly dilated and 
hypertrophied, and, as is well illustrated 
in the case here to be described, the py- 
lorus may be grossly stretched so as to 
make it incompetent and even difficult to 
recognize. It is often observed that, after 
section of the annular constriction, the 
duodenum that was surrounded by the 
pancreas is markedly atresic, and that sec- 
tion of the pancreas does not relieve the 
atresia. 


The ductal system in cases of annular 
pancreas has been extensively studied 
(Baldwin, 1922; McNaught and Cox, 
1935; Cunningham, 1940), and _ these 
studies revealed a constant anterior point 
of origin of the pancreatic duct, which 
passes laterally and posterior to the com- 
mon bile duct. This should be remembered 
if one contemplates sectioning the annulus. 


Symptoms.—-Annular pancreas may be 
entirely asymptomatic, showing no signs 
throughout life and only discovered at 
autopsy. Until recently this was the most 
usual means of its discovery. There is no 
explanation why it should cause symptoms 
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in some cases and in others remain 
symptomless. There is also no 
known reason why this condition, 
which is congenital, sometimes in- 
itially manifests itself late in life. 

The condition may present as a 
high duodenal or intestinal ob- 
struction, In my case the patient 
was actually in a state of tetany 
due to alkalosis, which occurred as 
the result of persistent vomiting. 
The vomiting may be painless or 
may be associated with epigastric 
pain. The patient may show the 
classic signs of peptic ulceration, 
including epigastric pain after 
meals, and on investigation the 
obstruction may be detected in the 
barium roentgen series. The pa- 
tient may present an acute abdom- 
inal emergency. One had hemate- 
mesis, and 2 (Barnes and Benedic- 
ti) acute pancreatitis. Other symptoms 
may simulate diseases of the biliary tract; 
2 patients in this review had undergone 
cholecystectomy, the true condition being 
recognized only on reoperation. One of 
these patients was thought to have acute 
cholecystitis. A cholecystectomy was per- 
formed, but the duodenum was not in- 
spected. The symptoms persisted, and re- 
exploration revealed an annular pancreas. 

The outstanding symptom in the major- 
ity of cases was postprandial vomiting, 
usually after every meal. Symptoms are 
uncommon in children. It should be noted 
that there is no relief of symptoms when 
the patient lies down. 


Diagnosis. — The diagnosis is mainly 
made on the basis of high intestinal ob- 
struction and epigastric pain suggestive of 
peptic ulceration. If the patient is a child, 
the vomitus may contain bile. The diagnosis 
is mainly based on roentgen examination, 
which reveals a dilated duodenum with al- 
most complete obstruction. The barium 
reveals a smooth obstruction usually in the 
second part of the duodenum. The roent- 
genogram (Fig. 2) is characteristic. If 
possibility of annular pancreas is borne 
in mind, one should be able to diagnose 
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of common bile duct 


No. Date Author Age Sex Operation Result 
1 1905 Vidal 3 days M Gastroenterostomy Cure 
2 1906 Do Santos 26 yr. F Gastroenterostomy Death 
3 1908 Lerat 46 yr. F Resection of pancreatic ring Cure 
4 1928 Smetana 74 yr. M Posterior gastroenterostomy Death 
5 1930 Howard 46 yr. F Division of ring Cure 
6 1930 Brines 35 yr. M (1) Drainage of pancreas Death 
(2) Division of ring 
7 1931 Zetch 27 yr. F (1) Division of ring Cure 
(2) Plastic to duodenum 
1931 Brines 44 yr. M Posterior gastroenterostomy Death 
9 1940 Truelson 35 yr. Posterior Gastroenterostomy; 
plastic to duodenum Cure 
10 1942 Lehman 23 yr. M Partial resection of ring ileal 
ut 
persistent 
symptoms 
11 1944 Gross and 3 days F Duodenojejunostomy Cure 
Chisholm 
12 1944 Custer and 72 yr. M Gastric resection and Cure 
Waugh anterior gastroenterostomy 
13 1946 Goldyne and 26 yr. M Resection of ring Cure 
Carlson 
14 1946 Nedelec 17 yr. M Posterior gastroenterostomy Cure 
15 1948 Brown, Bingham 58 yr. F Resection Death 
and Cronk 
16 1949 Burger and 4 days F Resection and duodenoplasty Death 
Alrich 
17 1950 Baker and 59 yr. M Gastroenterostomy and Cure 
Wilhelm duodenojejunostomy 
18 1950 Bickham and 25 yr. M Posterior gastroenterostomy Cure 
Williamson 
19 1950 Dubost, Alary Details not available 
and Sullivan 
20 1950 Haden 3% yr. M Removal of band of pancreas Cure 
21 1950 Ravitch and Newborn F Duodenojejunostomy Cure 
Woods 
22 Ravitch and Newborn Gastroenterostomy Cure 
Woods 
23 Ravitch and 67 yr. M Removal of portion of pancreas Cure 
Woods and duodenojejunostomy 
24 1950 Ohlmaker and 27 yr. M Partial gastrectomy and Cure 
Marshall posterior gastroenterostomy 
25 1950 Orts and Details not available 
Duenas 
26 1951 Anderson and 82 yr. F Resection of ring; drainage 
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27 1951 Cattell Adult M Division of ring and Cure 
later partial gastrectomy 

28 1951 Conroy and 30 yr. M Resection of portion of pancreas Cure 
Woelfel 

29 1951 Conroy and 28 yr. F Gastroenterostomy Cure 
Woelfel 

30 1951 Payne 33 yr. M Partial resection of ring, Cure 

persistent duodenal obstruction 

31 1951 Wakeley 36 yr. M Division of pancreatic ring Cure 

32 1952 Gonzales, Lopez 25 yr. F (1) Cholecystectomy Cure 
and Paz (2) Sectioning of pancreatic ring 

33 1952 Shapiro and Newborn F Gastrojejunostomy Cure 
Dzwick 

34 1952 Gerrish Newborn F Duodenojejunostomy Death 

35 1952 Gerrish Newborn M Duodenojejunostomy Cure 

36 1952 Gerrish Newborn F Duodenojejunostomy Cure 

37 1952 Silvis 32 yr. M Partial resection of pancreatic ring Cure 

38 1952 Borrill and Details not available 
Bailey 

39 1953 McPhee 26 yr. M Separation of pancreatic ring Cure 

40 1953 Swynnerton and 30 yr. M Vagotomy and pyloroplasty Cure 
Tanner 

41 1953 Wilson and 18 days M Posterior gastroenterostomy Cure 
Bushart 

42 1953 Wilson and 20 months M Duodenojejunostomy Cure 
Bushart 

43 1953 Wilson and 5 days M Duodenojejunostomy Death 
Bushart 

44 1953 Skapinker 22 yr: F Duodenojejunostomy Cure 

45 1953 Tomsykoski, oOyr. . FF. Division of ring; Cure 
Stevens and ” ** partial gastrectomy; 
Izzo brghe tas Se fistula roux exclusion 





the condition preoperatively ; I was able to 
do so in the case to be reported. Failure 
to diagnose is usually failure to consider 
the condition. In only a few of the cases 
reviewed was the diagnosis made preoper- 
atively. 

Another interesting feature was that, in 
5 in which exploratory laparotomy was 
done, the annular pancreas was missed at 
the first operation. The conditions that 
must be considered in the differential 
diagnosis are duodenal ileus, polyp or 
diverticulum of the duodenum, and malig- 
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nant tumor. Duodenal ileus usually af- 
fects the third part of the duodenum and 
is usually relieved by placing the patient 
in the knee-elbow position for a short 
time. This procedure may occasionally 
give relief in a case of annular pancreas, 
as it did in 1 case described by Conroy 
and Woelfel. 

In children it may be difficult to differ- 
entiate this condition from pyloric steno- 
sis or duodenal atresia; it is noteworthy 
that in the great majority of cases re- 
viewed it occurred in the first week of life. 
The vomitus usually contained bile as it 
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Fig. 2.—Typical arrest of barium in second part 
of duodenum. 


did in 7 out of 9 cases in which this fact 
was recorded. This may aid in making 
a diagnosis. Three of the babies were 
jaundiced. Another 2 showed associated 
congenital defects. One of Ravitch’s pa- 
tients had incomplete rotation of the colon, 
and the portal vein was anterior to the 
duodenum and had an unattached small 
bowel mesentery. In the second patient 
(Shapiro, Dzwick and Gerrish, 1952) 
there was incomplete rotation of the colon 
and mongolism. Another patient, described 
by Shapiro and his co-workers, had mon- 
golism. 

Treatment.This falls into two main 
categories, namely severance of the ring 
of the annular pancreas and bypass opera- 
tions. In the first there is always the dan- 
ger that in sectioning the pancreas one 
may damage the duct and cause a pan- 
creatic fistula and its sequelae. In 3 of 
the recorded cases this complication oc- 
curred, and in another a pancreatic cyst 
developed. The actual duodenum is often 
stenosed, and simple division of the an- 
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nulus is not sufficient to relieve the ob- 
struction. In such cases a plastic duodenal 
operation must be done in addition. 

The second attack is a bypass operation 
(gastroenterostomy and duodenojejunos- 
tomy) and these have been found more 
satisfactory and less likely to cause com- 
plications. In 2 patients who had previ- 
ously undergone section of the annulus, 
short-circuiting procedures were neces- 
sary. In my opinion, the most satisfactory 
operation is a retrocolic duodenojejunosto- 
my. The first part of the duodenum is 
hypertrophied and dilated; it mobilizes 
easily and can be anastomosed to the je- 
junum without any danger of stomal ul- 
ceration. In the case to be reported here 
it was noticed that, even after the duodeno- 
jejunostomy stoma was functioning satis- 
factorily, the duodenum remained dilated 
for a considerable time. In the majority 
of the recorded cases in which bypass 
operations were performed, a gastroen- 
terostomy was done. In 3 cases (Custer 
and Waugh, 1944; Ohlmake and Marshall, 
1950; Cattell, 1953) a partial gastrecto- 
my was done because of associated peptic 
ulceration or other complications, with 
good results. 

Mortality Rate.—There has been a rap- 
id decline of the mortality rate in the 
more recently reported cases, owing to 
antibiotics, improvement in surgical tech- 
nic and improved anesthesia. The only 
recorded deaths in the last 25 cases de- 
scribed since 1950 occurred in 2 newborn 
infants. 


REPORT OF CASE 


E. S., an unmarried Bantu woman aged 22, 
was admitted to Baragwanath Hospital on 
March 11, 1953, with a diagnosis of vomiting 
and tetanic spasms. The history dated back 
to September 1952, when she was admitted 
to this hospital for an incomplete abortion. 
She stated that after discharge from hospital 
she started to vomit and lose weight. This 
“settled down” until January 1953, when the 
vomiting recommenced. Nausea always pre- 
ceded the vomiting, and the attacks always 
came on after meals. Nothing relieved them. 
Occasionally she regurgitated food that was 
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stained with bile. She noted that she was 
able to retain fluids better than solids. 

A day before admission she began to have 
generalized cramps. Examination revealed her 
to be emaciated. The blood pressure in millime- 
ters of mercury was 100 systolic and 20 dia- 
stolic. Dehydration and obvious loss of weight 
were observed. Chvostek’s sign was positive, 
and the patient readily exhibited spasm of the 
arm on application of a Baumanometer cuff. 
Succussion splash was easily elicited, and the 
stomach was greatly distended to palpation. 

Dextrose-saline solution, 2,000 cc., was im- 
mediately given intravenously, and on the next 
day (March 13) the value for serum potas- 
sium was 8 mg. per hundred milliliters (= 2.1 
milliequivalents per liter. Regular intravenous 
replacement therapy was continued for one 
week. Roentgenograms were taken on March 
18, and the characteristic pattern was pre- 
sented (Fig. 2). Retention was marked, and 
there was very little emptying of the stomach 
even after seven hours (Fig. 3B). The diag- 


ft 


“ 





Fig. 3.—A, follow-up film three hours after barium meal. Area of arrest is smooth and rounded. 
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nosis of annular pancreas was made, and it 
was decided to prepare the patient for opera- 
tive treatment. 

With the patient under general anesthesia, 
operation was performed on March 25. The 
abdomen was entered through a transverse 
upper abdominal incision. There was marked 
wasting of the subcutaneous fat. The duode- 
num was mobilized and was observed to be 
greatly dilated and hypertrophied, measuring 
9 ecm. across. The pylorus was_ greatly 
stretched and could be distinguished only by 
palpation and by identifying the pyloric vein. 
The cause of the obstruction was an annular 
pancreas of the signet ring variety (Fig. 1), 
almost completely surrounding the second part 
of the duodenum, leaving only a margin of 
0.5 cm. of duodenum free. No other pan- 
creatic tissue could be palpated, and none ex- 
tended across the midline. A retrocolic duo- 
denojejunostomy was performed. 

The patient made an uneventful recovery 
and was followed up for six months. 


Very little barium has passed into small bowel. B, film taken seven hours after commencement of 
meal; marked retention still present. 
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SUMMARY 


A review of 44 cases of annular pan- 
creas, treated surgically, is presented in 
tabular form. 

The embryologic, anatomic and symp- 
tomatic aspects of this condition are dis- 
cussed. 

Methods of treatment are given, and 
duodenojejunostomy is advocated. 

A case is reported. An additional case 
has been observed since this paper was 
completed. 


Author’s Note: I wish to thank Mr. C. D. Kis- 
ner, M.Ch., for the diagram presented in illustra- 
tion of this article. 


ZUSAM MENFASSUNG 


44 Falle von chirurgisch behandeltem 
annularem Pankreas werden in Tabellen- 
form dargestellt. Die Erkrankung wird 
von embryologischen, anatomischen und 
symptomatischen Gesichtspunkten aus 
erortert. 

Behandlungsmethoden werden angege- 
ben, und die Duodenojejunostomie wird 
empfohlen. 

Ein Fall wird beschrieben. Ein weiterer 
kam nach Abschluss dieser Arbeit zur 
Beobachtung. 


RESUMEN 


Se presenta en forma tabular una revi- 
sién de 44 casos de pancreas anular. 

Se discuten los aspectos embrioldégicos, 
anatémicos y sintomaticos de este padeci- 
miento. 

Se dan los metodos de tratamiento y se 
preconiza la duodenoyeyunostomia. 

Se comunica un caso. Después de haber- 
se terminado el articulo se observ6 un caso 
adicional. 


RIASSUNTO 


Sono stati raccolti e tabulati 44 casi di 
pancreas anulare curati chirurgicamente. 
Di questa affezione viene fatto un quadro 
embriologico, anatomico e sintomatologi- 
co; fra i metodi di cura si consiglia la 
duodeno-digiunostomia. Presentazione id 
2 osservazioni. 
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RESUMO 


Uma revisaéo de 44 casos de pancreas 
anular, tratados cirturgicamente é apresen- 
tada em quadro. 

Os aspectos embriolégico, anatémico e 
sintomatico desta afeccéo sao discutidos. 
Métodos de tratamento sao apresentados e, 
a duodenojejunostomia é defendida. E 
comunicado um caso. Uma observacao adi- 
cional foi vista depois de completado éste 
trabalho. 


RESUME 


L’auteur présente sous forme de tab- 
leaux une revue de 44 cas de pancréas 
annulaire traités chirurgicalement. Les 
aspects embryologiques, anatomiques et 
symptomatiques de cet état sont discutés. 
L’auteur donne les méthodes de traitement 
en montrant l’intérét de la duodéno-jé- 
junostomie. I] en expose un cas et en a 
observé un autre encore depuis qu’il a écrit 
cet article. 
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Speaking generally, were society not an artificial structure, every simple 
and genuine feeling would not produce the great effect it does; it would 
give pleasure without surprise, but, as a matter of fact, it both surprises 


and pleases. Our surprise is a 
homage to nature. 


satire on society, our pleasure an act of 


Nature seems to make use of men for the accomplishment of her de- 
signs without concerning herself about her instruments, like tyrants who 
rid themselves of those who have been of service to them. 


Men’s ideas are like cards and other games. Ideas which I remember 
to have seen regarded as dangerous and over-bold have since become 
commonplace and almost trite, and have descended to men little worthy 
of them. So it is that some of the ideas which to-day we call audacious 
will be considered feeble and conventional by our descendants. 


-——Chamfort 
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Total Colectomy 


Indications and End Results 


A. T. EATON, 


HYSIOLOGISTS mention various 
P functions of the colon. From a sur- 

gical standpoint, however, the inter- 
pretation of symptoms is much simplified 
if one considers only two main functions, 
namely (1) water absorption and (2) 
elimination of waste products. 

Contents enter the colon as liquid and 
leave it in solid form, so fluid must be 
absorbed during transit. Any irritative 
lesion will stimulate peristalsis and there 
will be fluid loss (diarrhea). 

Obstructive lesions of the cecum, in con- 
trast with those of the left half of the 
colon, occur late, owing to fluid content of 
the organ. 

Secondary anemia from cecal carcinoma 
is due, probably, not to excessive hemor- 
rhage but to a longer period of hemor- 
rhage, as obstructive symptoms come on 
later. Therefore the simple function of 
water absorption looms large in physio- 
logic and pathologic considerations with 
regard to the colon. 

The second function, elimination of 
waste products, however necessary, is sec- 
ondary, and the consistency of the contents 
on evacuation depends on the exit. In other 
words, from a cecostomy the contents will 
be liquid; from a transverse colostomy, 
semisolid, and from a sigmoid colostomy, 
solid. 

After total colectomy these functions, 
which are necessary to life, can be and 
are taken over by the small bowel, chiefly 
the ileum. At first there is intense de- 
hydration and salt depletion, but these 
can be corrected parenterally and the body 





Read at the Eighteenth Annual Congress of the United 
States and Canadian Sections, International College of Sur- 
geons, New York, Sept. 138-17, 1953. 

Submitted for publication Oct. 19, 1953. 


M.D.C.M., F.I.C.S. 
HAMILTON, ONTARIO, CANADA 


422 


metabolism will adjust itself, usually with- 
in a period of two weeks. 

Indications for Total Colectomy.—The 
indications are (1) multiple polyposis and 
(2) intractable ulcerative colitis. 

1. Multiple Polyposis: This is a familial 
disease, affecting families in every large 
city. It occurs chiefly in boys and men 
from 10 to 40 years of age. Children are 
rarely affected. Apparently they inherit 
the tendency to the disease rather than 
the disease itself. Embrylogically it ap- 
pears as a mendelian dominant character- 
istic. There may be no symptoms, in which 
case the disease is discovered on routine 
examination. The polyps are both sessile 
and pedunculated and appear in great 
numbers—as many as 800 in one case. 
They are present in all parts of the colon, 
including the rectum. Diagnosis is made 
by sigmoidoscopic examination and the 
double contrast barium enema. 

It is a generally accepted theory that 
colonic carcinoma develops in a polyp, so 
that the potentiality for malignant change 
in these cases is very great. In one local 
family that I was able to trace, the patient, 
a man aged 32, was the only survivor. 
His mother, two aunts and a brother had 
succumbed to cancer. This disease is evi- 
dence of a heredity factor in the causation 
of malignant disease. 

Total colectomy is definitely indicated 
in all such cases. An ileorectoscopic pro- 
cedure, with fulguration of the growths 
in the rectum, is the method of choice. 
Gabriel pointed out that the greatest 
cancer-producing area is left, i.e., the rec- 
tum, but it can be watched and recurring 
growths fulgurated repeatedly if neces- 
sary. The patients are young and should 
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not be left with a permanent ileostomy 
unless absolutely necessary. 

2. Ulcerative Colitis: In the majority of 
cases ulcerative colitis can be treated med- 
ically, but as the cause is not known there 
is no satisfactory cure. Regardless of the 
primary cause, secondary infection plays 
a large role. This secondary infection re- 
sponds to the antibiotics, but there are in- 
evitable recurrences. 

Fleming’s enzyme “lysozyme” promised 
some hope as a causative factor, but recent 
experiments do not confirm this. Gray 
produced a prompt fall in lysozyme by oral 
administration of an inhibitor “aerosal” 
but failed to change the course of the dis- 
ease or effect remission. 

There is a small percentage that does 
not respond to any medical treatment, 
there are no remissions; the patient 
steadily deteriorates, and serious compli- 
cations develop, such as arthritic changes 
and sinus formation. I should like to re- 
port one complication I have encountered 
which I have not heard mentioned before, 
namely, cirrhosis of the liver. This oc- 
curred in a young woman, aged 19, with 
extensive colonic involvement, for which 
a total colectomy was performed. It was 
due probably to septic absorption from the 
bowel or to avitaminosis. 

These intractable conditions should be 
treated by a total colectomy. The postop- 
erative response is rapid; fever subsides, 
appetite improves, there is a marked gain 
in weight and the patient is at least par- 
tially rehabilitated. He is left with a per- 
manent ileostomy, but this can be handled 
with an ileostomy bag—the Rutger’s type 
is satisfactory. 

B. N. Brooke listed the following indi- 
cations for total colectomy: 

1. No remissions; not responding to 

treatment 

2. Stricture; fistula; arthritis 

3. Danger of carcinoma 
He also suggested as contraindications (1) 
acute fulmination and (2) involvement of 
the ileum. 

Operative Procedure.—Adequate prepa- 
ration of the patient with antibiotics and 
sulfa drugs is important. One recent anti- 
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biotic, Neomycin given orally or injected 
into the bowel at operation, is claimed to 
have a marked effect in reducing patho- 
genic bacteria. Potassium deficiency should 
be investigated and corrected. 

Patients with polyposis are usually in 
good physical condition, with no inflam- 
matory reaction of the bowel and no ad- 
hesions. They will tolerate an ileorecto- 
scopic procedure and total colectomy at 
one session. 

Patients with ulcerative colitis are poor 
risks. They are anemic, dehydrated and 
underweight, and they have infected in- 
testines, with adhesions and foreshorten- 
ing of the mesentery. Usually the opera- 
tion must be done in stages. Ileostomy 
alone puts the bowel at rest but does not 
remove the septic focus. Frequently it is 
the only procedure the patient will toler- 
ate. The colectomy is performed at a later 
date and is finally followed by resection 
of the rectum. 

Ileostomies frequently prolapse, and the 
ileum should be plicated and attached to 
the peritoneum for at least 6 inches (15 
cm.) to prevent this. 

Reperitonization of the denuded area 
after total colectomy is impossible. Any 
attempt at repair will leave recesses and 
bands and will cause future trouble, such 
as internal hernia. 

Total colectomy is just just two hemi- 
colectomies and can be performed by any 
surgeon. In my opinion this operation 
should be done in all cases of multiple 
polyposis and in a greater number of cases 
of ulcerative colitis. 


SUMMARY 


The indications for total colectomy and 
the results of this operation are discussed. 
The interpretation of symptoms is based 
on the two main functions of the colon, 
namely, the absorption of water and the 
elimination of waste products. The author 
states that total colectomy is indicated in 
cases of multiple polyposis and of intrac- 
table ulcerative colitis, and cites from 
other authors the additional indications: 
stricture, fistula and possible carcinoma. 








RESUME 


Etude des indications de la colectomie 
totale et de ses résultats. L’interprétation 
des symptoémes est basée sur deux fonc- 
tions principales du colon: absorption de 
l’eau et élimination des produits de déchets. 
L’auteur affirme que la colectomie totale 
est indiquée dans les cas de polypose mul- 
tiple et de colite ulcéreuse, dont la théra- 
peutique médicale a échoué. L’auteur 
ajoute encore les indications suivantes: 
rétrécissement, fistule, et carcinoma éven- 
tuel. 


ZUSAM MENFASSUNG 


Die Indikationen fiir die totale Dick- 
darmresektion und die Erfolge der Opera- 
tion werden eroértert. Die Deutung der 
Symptome beruht auf den beiden Haupt- 
funktionen des Dickdarms, namlich der 
Absorbierung von Wasser und der Aus- 
scheidung von Abfallstoffen. Der Verfas- 
ser halt die totale Dickdarmresektion fiir 
indiziert in Fallen von multipler Polypose 
und von unbeeinflussbarer geschwiiriger 
Dickdarmentziindung. Als weitere Indika- 
tionen fiihrt er nach anderen Quellen 
Strikturen, Fisteln und Karzinomverdacht 
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RESUMEN 


Se discuten las indicaciones para la 
colectomia total y los resultados de esta 
operacion. La interpretacién de los sin- 
tomas se basa en las dos funciones princi- 
pales del colon, la absorcioén de agua y la 
eliminacién de productos de desecho. El 
autor establece que la colectomia total esta 
indicada en los casos de poliposis multiple 
y de colitis ulcerativa rebelde, citando de 
otros autores las indicaciones accesorias 
siguientes : estrechez, fistula y posiblemen- 
te carcinoma. 


RIASSUNTO 


Vengono discusse le indicazioni e i risul- 
tati della colectomia totale. Le funzioni 
del collo sono fondamentalmente due: il 
riassorbimento dell’acqua e |’eliminazione 
dei prodotti di rifiuto. L’autore afferma 
che la colectomia totale trova la sua in- 
dicazione nei casi di poliposi diffusa, di 
colite ulcerosa ribelle, di stenosi, di fistola 
ed eventualmente anche di carcinoma. 
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Aristotle could have avoided the mistake of thinking that women have 
fewer teeth than men, by the simple device of asking Mrs. Aristotle to 
keep her mouth open while he counted. He did not do so because he 
thought he knew. Thinking that you know when in fact you don’t is a 
fatal mistake, to which we are all prone. I believe myself that hedgehogs 
eat black beetles, because I have been told that they do; but if I were 
writing a book on the habits of hedgehogs, I should not commit myself 
until I had seen one enjoying this unappetizing diet. 
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medical science has been looking to 

the day when medicine would become 
a more preventive science. This has 
reached a long way up to this twentieth 
century, and has gradually, one step at a 
time, sometimes slow and sometimes fast- 
er, reduced the time lapse between the 
beginning of a disease process, with its 
diagnosis, and the treatment thereof, with 
its prognosis. With modern drugs and 
antibiotics, one no longer thinks of the 
pneumonias in terms of “crisis and lysis.” 
Also, the days of vitamin deficiencies are 
fast nearing extinction with the prophy- 
lactic addition of vitamins to every type 
of foodstuff processed today. 

In this era, when life expectancy has 
been increased approximately fifteen years 
in half a century, it is to be expected that 
the diseases of elderly women will become 
more prevalent. These conditions, for the 
most part, are in the realm of neoplasia, 
and, as the prognosis is always dishearten- 
ing, the challenge which we must accept 


S nee the strivings of Semmelweis, 





From the Department of Gynecology, Medical College of 
Alabama, Division of the University of Alabama, Birming- 
ham. 

Read at a Northeastern Regional Meeting of the United 
States Section of the International College of Surgeons, 
Philadelphia, Feb. 14, 1953. 

Submitted for publication Feb. 20, 1954. 

*Associate Professor of Gynecology, Medical College of 
Alabama. 

**Senior Resident in Obstetrics and Gynecology, Jeffer- 
son-Hillman Hospital. 

Assistant Resident in Obstetrics and Gynecology, Jeffer- 
son-Hillman Hospital. 

§Assistant Professor, Department of Medicine, Medical 
College of Alabama. 


425 


is to diligently persist and to discover ma- 
lignant processes as soon as possible after 
they begin. 

Carcinoma in situ has a ray of hope in 
handling of cancer of the cervix. This 
process was first named by Schauenstein 
in 1907 and in 1932 by Broders, and in 
1926 Schiller conceived the idea that true 
cervical cancer might begin as a superficial 
lesion and remain within the epithelium 
for a considerable time before becoming 
an invasive process. 

Incidence.—Numerous investigations by 
Pund,! Smith and Pemberton, Scheffey, 
Jones, Galvin and TeLinde? and others 
have been recorded. Pund, with a series of 
1,200 surgically removed cervices studied 
by serial section, reported an incidence of 
47 cases (3.9 per cent) of preinvasive car- 
cinoma. Earlier, Schiller had reported an 
incidence of 3 per cent in his series. 
Younge reported that in a series* in which 
he used routine cervical biopsies there was 
an incidence of 1.2 per cent of positive 
diagnoses. 

Using the smear technic alone for 
screening, Kaufman and his co-workers* 
reported an incidence of 0.44 per cent of 
positive diagnoses, while Dahlin and his 
collaborators‘ reported an incidence of 0.73 
per cent. All of the aforementioned sur- 
veys were made with a total of 10,000 or 
more smears. Achenbach? reported an in- 
cidence of 0.42 per cent, using the smear 
technic alone. The comparatively low in- 
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cidence of positive diagnoses by the smear 
technic alone vividly depicts the great aid 
that is afforded positive diagnosis by hav- 
ing a portion of os tissue instead of only 
a smear for diagnosis. 

Age.—Herein is one of the factors that 
give carcinoma in situ such value in the 
prognosis after cervical cancer has been 
diagnosed. Table 1 indicates the source of 
the work, the number of cases diagnosed 
(when this was available) and the aver- 
age age of the patient at the time of diag- 
nosis. 

TABLE 1.—Age Incidence 


Age at 
Number Diagnosis 
Authors of Cases Years 
lc ke: So | bare 47 36.6 
Achenbach et al.5................ 60 35.2 
Achenbach et al. 

(previous series) ............ 135 38 
UALS Eee 73 42.1 
Jones, Galvin and TeLinde? 75 B74 
McManus and Findley’... 8 35 
Domine Otreal”........<...:.... 14 37.3 
Douglas*: 9 and McManus’ 22 36.5 

(Medical College of Alabama combined.) 


The average age of patients in whose 
cases invasive carcinoma was diagnosed 
was 48 years. Considering the average 
age of the patients in various series of 
carcinoma in situ, it is quite evident that 
carcinoma in situ, has an appreciable lat- 
ent period, during which it is limited to 
the epithelial covering of the cervix. It is 
this latent period that provides the oppor- 
tunity to practice wholesome preventive 
medicine by astute diagnosis. By virtue of 
it, one must presume that carcinoma in situ 
exists for ten to twelve years before it be- 
comes invasive or clinically apparent. At 
first consideration this seems a long time, 
but for many women 35 to 45 years old who 
have no clinical symptoms this time would 
cover only two or three visits to the gyne- 
cologist. For that reason it would natu- 
rally seem incredible that any invasive 
cervical cancer could develop in the pres- 
ence of “regular” pelvic examinations and 
in the absence of clinical symptoms. The 
question whether carcinoma in situ is truly 
a precursor of squamous cell carcinoma of 
the cervix is still raised. We shall consider 
this presently. 
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Pathologic Nature of Carcinoma in Situ. 
—Robert Meyer propounded three postu- 
lates as prerequistes in the diagnosis of 
carcinoma: 

1. An atypical architectural pattern, 
with loss of normal stratification due to 
rapid multiplication of cells. 

2. Anaplasia of cells, with great dis- 
parity in size and maturity thereof. 

3. Invasiveness as evidenced by the 
epithelial growth, breaking through the 
basement membrane. 

In 1910, I. C. Rubin expressed the opin- 
ion that the most important factor to con- 
sider is the intrinsic morphologic structure 
of the cell, and that invasiveness is not a 
requirement for diagnosis. This is the 
justification for the term “carcinoma in 
situ.” It has been acclaimed by Broders, 
Graves, Pendleton, Schiller and Smith. Yet 
others tenaciously maintain that as long as 
there is no invasion there is no carcinoma. 
This conception is being subjected to some 
destructive criticism, however, in such 
work as was reported recently by Galvin, 
Jones, and TeLinde.2 They reviewed a 
series of cases in which, some months and 
years previously, biopsies of the cervix 
had been performed. On review of 138 
cases of cervical cancer, these biopsies 
were diagnosed as definitely showing car- 
cinoma in situ in 11 cases. Certainly the 
percentage of positive diagnoses is quite 
high. Be that as it may, we must agree 
that once carcinoma in situ is present, it 
must surely do one of three things unless 
it is removed: (1) revert to nonmalignant 
epithelium; (2) remain as an intraepithe- 
lial process, or (3) become infiltrative and 
cause clinical signs and symptoms. 

Whatever the outcome of the contro- 
versy, certainly evidence exists that forces 
the surgeon’s hand and requires radical 
treatment of intraepithelial cancer when- 
ever it occurs. One distinct aid in the 
diagnosis of carcinoma in situ is the site 
of occurrence of practically all the lesions. 
Foote and Stewart used a multiple block 
method in examining 27 pathologic speci- 
mens. By this study they confirmed the 
generally accepted view that the lesion 
originates about the external os, at the 
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squamocolumnar juncture of the cervical 
epithelium. At this site the lesions are 
easily accessible for biopsy. 
Pund and his associates!» described cer- 
vical carcinoma as follows: 
1. Preinvasive carcinoma (carcinoma in 
situ) ; (Schiff’s reagent shows no gly- 
cogen in hyperactive epithelium) 

. Covert invasive carcinoma, invasive 
malignant tumor without clinical evi- 
dence thereof 
3. Overt carcinoma 
He stated that preinvasive carcinoma 

ultimately becomes invasive after a vari- 

able period of latency, and here again we 
mention that this is the “margin of safety” 
by which many patients live. 


COMMENT 


The problem of carcinoma of the cervix, 
according to the estimate of the New York 
State Department of Health, is no small 
one. Their estimate is that the probable 
incidence of carcinoma of the cervix is 2.5 
per cent; i.e., that it develops in 11 women 
in 40. Roughly 95 per cent of cervical 
cancer is of the squamous cell type, and 
5 per cent are adenocarcinomas. Prior to 
the advances in the microscopic study of 
carcinoma in situ the diagnosis of cervical 
carcinoma depended on gross evidence of 
clinical cancer. 

Over a long period of years, the average 
age at the time of diagnosis has been 48. 
Very often, by the time the diagnosis was 
made, it was too late to offer the patient 
any hope. No operations are performed 
beyond Stages 0 to 1 by most surgeons, 
owing to spread. 

Carcinoma in situ, diligently sought and 
ferreted out, gives modern diagnostic acu- 
men a great opportunity to secure a good 
prognosis. The average age of women at 
the time of diagnosis of carcinoma in situ 
is approximately 36 years—twelve years 
sooner than diagnosis can be made on 
clinical grounds. These twelve years af- 
ford a margin for diagnosis that is almost 
unequaled in the case of any other malady. 
For twelve years, the physician and sur- 
geon are literally forewarned that a clini- 
cal stage of a death-dealing neoplasm is 
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on its way, and we must not disregard 
‘the handwriting on the wall” by treating 
the matter with little or no serious concern. 

We realize that, from some quarters, 
serious, honest differences have arisen. 
Some question the assumption that the in 
situ phase is actually one of the earliest 
stages of squamous cell carcinoma of the 
cervix. The site of origin of carcinoma 
in situ has been described by many ob- 
servers as the squamocolumnar juncture 
of cervical epithelium. Many pathologists 
have photographed abrupt changes from 
normal to abnormal (malignant) epithe- 
lium. It is our opinion that carcinoma 
in situ is definitely a precursor of clinical, 
cervical cancer. The question in our minds 
is NOT “Is carcinoma in situ an early 
stage of cancer?” but rather, “How much 
cervical cancer is preceded by carcinoma 
in situ?” If we could be certain that a 
great proportion of cervical cancer comes 
from the in situ phase and that the in situ 
phase arises from the squamocolumnar 
juncture of the cervix, then by thorough 
conization of the cervix when the patient 
reaches her thirty-fifth birthday, we should 
be able to remove the cause of approxi- 
mately 20 per cent of the deaths among 
women in the United States. Certainly the 
fact that Galvin and TeLinde? observed 11 
cases of carcinoma in situ in 13 cases of 
later proved cervical cancer adds evidence 
in support of the assumption. 


Diagnostic procedures must procure evi- 
dence where the pathologic tissue is lo- 
cated. Various technics are used. The 
easiest procedure to carry out is a screen- 
ing process by cytologic evaluation on the 
basis of a prepared smear. The average 
results from this procedure have given 1 
positive diagnosis in approximately every 
225 smears taken. The smear technic, how- 
ever, is no better than the examiner’s abil- 
ity to read the slide, and it is an exacting 
and tedious undertaking at best. For this 
reason there are frequent expressions of 
doubt as to whether the expense of doing 
224 “negative” smears is justified by the 
1 “positive” smear gleaned. At an aver- 
age cost of $15 per smear, which would 
include the office visit and the pathologists’ 
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charge, the cost of one positive diagnosis 
using the smear method would be approxi- 
mately $3,375.00. Fantastic? Unreason- 
able? Unjustified? Incredible? Useless? 
We think not... . definitely not! 

The cost seems high, and truly it is. 
Yet who can say that the life expectancy 
of a young married woman, the mother 
of two or three children, or the wife, 
mother, sister, daughter or friend of any 
of us, is not worth $3,375, particularly 
when one considers that the average age 
of the women in whose cases positive diag- 
noses were made by this means has been 
only 36 years. Often we hospitalize a pa- 
tient 70 or 80 years old, who has had a 
coronary thrombosis, or an elderly person 
who is actually in the terminal stages of 
a neoplastic or debilitating disease, whose 
foreseeable future is measured in terms of 
days or weeks rather than decades. Too, 
the high cost of hospitalization, operations, 
radium, roentgen study and physicians’ 
services often amounts to as much in a case 
of cancer in the terminal stages (II to IV). 
Why, then, should we be recalcitrant when, 
by a technic as simple as a smear, we 
diagnose cancer of the cervix ten or twelve 
years ahead of time and thereby retain, 
perhaps, one of our own loved ones? 

The next step from the smear is the cer- 
vical biopsy. This has been reported as 
successful in the diagnosis of carcinoma in 
situ in approximately 1.6 to 3.2 per cent 
of all biopsies of the cervix. The number 
of positive diagnoses made by the biopsy 
method is considerably greater than that 
achieved by the smear method. This is 
only to be expected, since the pathologist 
has bits of real tissue to examine and can 
take serial sections thereof. Certainly, if 
all other things are equal and available, a 
biopsy is much more satisfactory than a 
smear and should be done. 

The most desirable way of studying the 
pathologic condition involved is with the 
“cold knife,” a cone of the cervix being 
obtained by a minor surgical procedure in 
the operating room. The advantages of 
this method are as follows: (1) it does not 
disrupt tissue structure as does a cautery; 
(2) it affords tissue for study from the 
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squamocolumnar portion of the cervix, and 
(3) it supplies the entire epithelial margin 
instead of several small, separated bites 
that may have missed the in situ growth. 

Ayre, in 1948, described a special “cone 
knife” technic that makes it possible to 
remove the cone of tissue for study. Then, 
he suggested, if study reveals that the car- 
cinoma is in situ, a simple Sturmdorf am- 
putation of the cervix would be adequate 
treatment. 

In the cases being here reported from 
the Gynecological Service of the Jefferson- 
Hillman Hospital, the patients have been 
handled in different ways, but the majority 
of them have undergone total hysterec- 
tomy. This has varied, with different 
surgeons, from the Wertheim type of op- 
eration down to the more conservative 
procedures. The consensus of the staff is 
that this is a malignant condition which 
should be treated more or less radically, 
by total hysterectomy. These cases were 
encountered over a three-year period: 

In 1950 there were 701 gynecologic ad- 
missions; in 1951, 730, and in 1952, 684. 

The patients were equally divided be- 
tween white and Negro. 

In cases of carcinoma in situ during 
pregnancy we are always more anxious, 
in our subsequent biopsies, to see whether 
the condition reverts to the normal after 
pregnancy is over. As to the management 
of the definitely diagnosed carcinoma in 
situ during delivery, it is our opinion that, 
all things being equal, it is safer to do a 
cesarean rather than a vaginal delivery. 
Carcinoma in situ is in the stage during 
which we can really do something for our 
patients. If we could get every woman to 
be examined every three or even every six 
months and obtain material for a smear 
or tissue biopsy from every site suggesting 
irritation or disturbance, we should pick 
up many more of these cases. The vaginal 
smear is a very valuable adjunct in the 
diagnosis of carcinoma in situ or any other 
type of carcinoma if well-trained persons 
are available to read the slides. It makes 
us more cancer-conscious, and when we 
have a “suspicious” case we follow it much 
more closely; also, the patient will stay 
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with us better. 


TABLE 2.—Data in 14 Cases of Carcinoma in Situ 

















Average age, years..... 37.3 
PEMMIE ss caretdca ci yecucy to gieau ec e-=4.0.scearassinsssesdeles 23 
NE acca cates cust chon crn ceusnuc reat cei ey sence ensvscscescer 49 
Average no. of pregnancies.....................--- 7 
Race: 

NS ONG 8 coca enue eae rh kas eth 7 

MND SR go cues Sie cisions Lan aka a ci cupageateesdeassdatnce 1 
2. SEC oer sete ere ee ee eee 1 
Treatment: 

Abdominal hysterectomy .........................--- 8* 

Waeinel Hysterectomy, .<..5:<..::.---......--:...0. L 
Cauterization—oophorectomy, ete. ................ 5 


*(1 Wertheim) 


SUMMARY AND CONCLUSIONS 


1. Carcinoma in situ is the early stage 
in which cancer is discovered. The aver- 
age age of the patient is about 36 years. 
The authors report cases from the gyne- 
cologic department of the Jefferson-Hill- 
man Hospital. There were 14 cases in one 
group and 7 in another. The average age 
of the patients was 37.3 years. 

2. There was an equal number of white 
and of Negro patients in the group of 14. 

3. The authors express the opinion that 
biopsies do not cause abortions or miscar- 
riages, even though fairly deep “bites” of 
tissue are obtained. If bleeding follows, 
it may be controlled by applications of 
Monsel’s solution by the use of Gelfoam 
or, if necessary, by the taking of a stitch 
or cauterization. 

4. Radical operation should not be per- 
formed until a positive diagnosis of can- 
cer in situ has been made by the patholo- 
gist. In the authors’ opinion, there is time 
to get subsequent specimens before such 
radical treatment is undertaken. 

5. As to the handling of carcinoma in 
situ, the authors consider that, if a patient 
below 35 years of age wants children and 
is where she can be watched carefully, a 
chance by watching her over a period of 
time, with repeated biopsies every three 
to six months. If she is above the age of 
35 years, hysterectomy is probably the con- 
servative method of treatment. The ques- 
tion as to whether any type of premature 
delivery or abortion is done depends, of 
course, a great deal on the individual pa- 
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tient, the stage of pregnancy, etc. 

6. The borderline case is the one that 
may give us most concern, but carcinoma 
should always be thought of as a disease 
which kills, if left alone. Certainly, how- 
ever, a positive diagnosis is required be- 
fore radical treatment can be instituted. 

7. Among the Service Cases for 1950, 
1951 and 1952 there were 14 cases of car- 
cinoma in situ. The carcinomas were de- 
tected by biopsies, routine in many cases, 
when no special irritation was noticed at 
the time of biopsy. Of the 2,115 patients 
admitted to the gynecologic service in the 
three years, there were 14 with carcinoma 
in situ—an incidence of 0.66 per cent of 
cases admitted to this service. 

8. Tables are presented on the indi- 
vidual cases, a total of 14, the average 
age of patients diagnosed as having car- 
cinoma in situ being 37.3 years. There 
were 7 white and 7 Negro patients. 

9. It is emphasized that carcinoma in 
situ is a malignant disease even in the 
early stages. It should always be dealt 
with accordingly and should never be over- 
looked or forgotten. 


RESUME 


1. Le carcinome in situ est le stade 
précoce auquel le cancer est dépisté. Les 
auteurs rapportent des cas du service de 
gynécologie du Jeferson-Hillmann Hospi- 
tal. Un groupe de malades comprenait 14 
cas, l’autre 7. Age moyen: 37.3 ans. 

2. Le groupe de 14 malades comprenait 
un nombre égal de femmes blanches et de 
noires. 

3. Les auteurs pensent que les biopsies 
ne causent pas d’avortement ni de fausse- 
couche, malgré que l’on fasse des préléve- 
ments assez profonds. Une hémorragie 
éventuelle peut étre jugulée par des appli- 
cations de solution de Monsel, par l’emploi 
de Gelfoam ou, c’est nécessaire, par un 
point de suture ou cautérisation. 

4. L’opération radicale ne devrait étre 
pratiquée qu’ aprés confirmation du diag- 
nostic par le pathologiste. Les auteurs 
estiment qu’il y a assez de temps pour des 
prélévements ultérieurs avant d’entrepren- 
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dre une opération aussi radicale. 

5. Les auteurs considérent que s’il s’agit 
d’une malade de moins de 35 ans désirant 
avoir des enfants, il faudrait pouvoir la 
suivre attentivement pendant une certaine 
période, en pratiquant des biopsies tous les 
trois a six mois. Si ell a plus de 35 ans, 
l’hystérectomie est 4 conseiller. 

6. Le cas limite est celui qui peut nous 
causer le plus de soucis, mais le carcinome 
devrait toujours étre considéré comme une 
maladie qui tue, si ]’on ne s’en préoccupe 
pas. 

7. Sur 2.115 malades admises dans le 
service de gynécologie du Jeferson-Hill- 
mann Hospital au cours de ces trois der- 
niéres années les carcinomes in situ (14 
cas) représentent 0.66 % des entrées. 


RESUMEN 


1. E] carcinoma in situ es el estadio tem- 
prano en el cual se descubre el cancer. 
La edad promedio de las pacientes es de 
36 afios de edad. Los autores comunican 
los casos del departamento de ginecologia 
del Hospital Jeferson-Hillman. Hubieron 
14 casos en un grupo y 7 en otro. La edad 
promedio de las pacientes fué de37.3 afios. 

2. En el grupo de las 14 se presento un 
numero igual de pacientes blancos y negros. 

3. Los autores expresan la opinién de 
que las biopsias no producen abortos atin 
cuando se obtengan “‘bocados” profundos. 
Si se presenta sangrado consecutivo, puede 
ser controlado por la aplicacién de solucién 
de Monsel, por el uso del Gelfoam 6 si es 
necesario por una sutura 6 cauterizacion. 

4. La operaci6n radical no debe llevarse 
a cabo hasta que se haga el diagnéstico de 
cancer in situ por el anatomopatélogo. En 
la opini6n del autor existe tiempo para 
obtener otros especimenes antes de que se 
realice dicho tratamiento radical. 

5. Por lo que respecta al manejo del 
carcinoma in situ, los autores consideran 
que si una paciente por debajo de 35 afios 
de edad desea nifios y se encuentra en don- 
de pueda ser observada cuidadosamente, 
puede vigilarse por un periodo de tiempo 
con biopsias repetidas de cada tres a seis 
meses. Si se encuentra por encima de 35 
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afios de edad, la histerectomia es probable- 
mente el método de tratamiento conserva- 
dor. El problema de cuando hacera cual- 
quier tipo de aborto 6 parto prematura 
depende por supuesto, en una gran parte, 
de cada paciente, estadio del embarazo, etc. 

6. Los casos incipientes son los que 
pueden confundir mas, pero el carcinoma 
debe considerarse siempre como una en- 
fermedad que mata si se la deja sola. Sin 
embargo, se requiere un diagnostico posi- 
tivo antes de que se instituya un tratami- 
ento radical. 

7. Entre los casos del Servicio de 1950 
a 1952 se presentaron 14 casos de car- 
cinoma in situ, habiéndose evidenciado 
dichos carcinomas por biopsias rutinarias 
en muchos casos, cuando no se notaba nin- 
guna irritacién especial al practicar la 
biopsia. De 2.115 pacientes admitidos al 
servicio de ginecologia en los tres afios, se 
presentaron 14 carcinomas in situ 6 sea 
una incidencia de 0.66 por ciento de los 
casos admitidos al Servicio. 

8. Se presentan cuadros sobre casos in- 
dividuales, 6 un total de 14, estando la edad 
promedio de las pacientes con carcinoma 
in situ diagnosticado, entre 37.3 anos de 
edad, siendo 7 blancas y 7 negras. 

9. Se sefiala que la enfermedad in situ, 
es maligna atin en los estadios mas tem- 
pranos. Debe de tratarse siempre por con- 
siguiente, no olvidandose nunca 6 pasan- 
dose desapercibida. 


ZUSAM MENFASSUNG 


1. Unter einem Carcinoma in situ ver- 
steht man das Friihstadium, in welchem 
ein Krebs entdeckt werden kann. Das 
Durchschnittsalter der Patientinnen ist 
etwa 36 Jahre. Die Verfasser berichten 
iiber Kranke aus der gynakologischen Ab- 
teilung des Jefferson-Hillman Kranken- 
hauses. In einer Gruppe befanden sich 
14, in einer anderen 7 Falle. Das Durch- 
schnittsalter der Kranken war 37,3 Jahre. 

2. Die aus 14 Kranken bestehende Grup- 
pe enthielt ebenso viel schwarze wie weisse 
Patientinnen. 

3. Die Verfasser vertreten die Ansicht, 
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dass Probeexzisionen weder zu Friih- 
noch zu Fehlgeburten fiihren, selbst wenn 
ziemlich tiefe Gewebsfetzen herausge- 
knipst werden. Etwa auftretende Blutun- 
gen kénnen mit ortlicher Anwendung von 
Monselscher Loésung, mit Gelfoam oder 
notigenfalls mit einer Naht oder Kauteri- 
sierung kontrolliert werden. 

4. Eine radikale Operation sollte nicht 
vorgenommen werden, solange nicht dié 
positive Diagnose auf Carcinoma in situ 
von einem Pathologen gestellt ist. Nach 
Ansicht der Verfasser hat man Zeit fiir 
weitere Probeexzisionen, bevor man sich 
zu einem radikalen Eingriff entschliesst. 

5. Was die Behandlung des Carcinoma 
in situ betrifft, so soll man nach Ansicht 
der Verfasser die Kranke, wenn sie jiinger 
als 35 Jahre ist, Kinder haben will und 
einer sorgfaltigen Beobachtung zuganglich 
ist, eine Zeit lang mit alle drei bis sechs 
Monate wiederholten Probeexzisionen ver- 
folgen. Fiir Kranke von tiber 35 Jahren 
bildet die Gebarmutterresektion wahr- 
scheinlich die konservative Methode der 
Behandlung. Die Frage, ob eine vorzeitige 
Entbindung oder eine Unterbrechung der 
Schwangerschaft einzuleiten ist, hangt 
natiirlich zum grossen Teil vom individuel- 
len Fall, vom Stadium der Schwanger- 
schaft usw. ab. 

6. Am schwierigsten sind die Entschei- 
dungen in Grenzfillen. Stets aber muss 
man den Krebs als eine Krankheit betrach- 
ten, die, wenn sie nicht behandelt wird, 
zum Tode fiihrt. Unter allen Umstanden 
jedoch muss eine positive Diagnose gestellt 
sein, ehe ein radikaler Eingriff zulassig ist. 

7. Unter den klinischen Fallen der Jah- 
re 1950, 1951 und 1952 befanden sich 14 
Kranke mit Carcinoma in situ. Die Krebse 
wurden durch Probeexzisionen entdeckt, 
die haufig, wenn noch keine besonderen 
Reizerscheinungen bemerkt waren, als 
routinemassige Massnahme ausgefiihrt 
wurden. Die 14 Falle von Carcinoma in 
situ wurden unter 2115 innerhalb der drei 
Jahre in die gynikologische Abteilung auf- 
genommenen Patientinnen entdeckt, was 
einer Haufigkeit von 0,66% der Aufnah- 
men entspricht. 

8. Die einzelnen Krankengeschichten der 
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14 Patientinnen, sieben weisse und sieben 
schwarze, im Durchschnittsalter von 37,3 
Jahren, die als Carcinoma in situ diag- 
nostiziert wurden, sind in tabellarischer 
Form dargestellt. 

9. Es wird hervorgehoben, dass das 
Carcinoma in situ eine bésartige Erkran- 
kung ist, auch wenn es sich um ganz 
friihe Stadien handelt. Dementsprechend 
muss sie behandelt werden. Sie darf nicht 
iibersehen werden oder in Vergessenheit 
geraten. 


RIASSUNTO 


1. Il carcinoma “in situ” rappresenta il 
primo stadio nel quale il cancro pud essere 
scoperto. L’eta media é sui 36 anni. Nel 
reparto di ginecologia dell’Ospedale Jeffer- 
son-Hillman ve ne furono 14 casi con un’eta 
media di 37 anni. 

2. Bianche e negre erano in proporzioni 
uguali. 

3. Gli autori sono del parere che i pre- 
lievi bioptici, anche se di notevoli quantita 
di tessuto, non disturbano il corso della 
gravidanza. Eventuali emorragie possono 
essere controllate mediante |’applicazione 
della soluzione di Monsel, di Gelfoam o, se 
necessario, con un punto di sutura o medi- 
ante cauterizzazione. 

4. Finché l’istopatologo non abbia fatto 
diagnosi sicura di carcinoma “in situ’’, non 
si deve operare radicaimente. Secondo gli 
autori c’é tempo di fare ulteriori esami 
prima di eseguire una cura radicale. 

5. Quanto alla cura del carcinoma “in 
situ” gli autori considerano che, se si trat- 
ta di una paziente che abbia meno di 35 
anni, voglia figli e abiti in un luogo ove 
possa essere seguita con cura, si puod tener- 
la in osservazione per qualche tempo, con 
biopsie ripetute ogni 3-6 mesi; se invece 
la paziente abbia pit di 35 anni, l’isterec- 
tomia é la cura di elezione. 

6. Vi sono casi possono, nella indicazione 
terapeutica, preoccupare molto, ma bisogna 
sempre tener presente che il cancro é una 
malattia che uccide, se lasciato a sé. Certo, 
che prima di eseguirne la cura radicale, 
oceorre che la diagnosi sia certa.. 








7. La casistica personale, negli anni 
1950, 1951 e 1952, comprende 14 casi di 
carcinoma “in situ,” il pitt delle volte 
scoperti mediante biopsie. Poiché il nu- 
mero delle pazienti ricoverate nel reparto 
ginecologico fu, ni quei 3 anni, di 2115, i 
14 casi di carcinoma “in situ” costituis- 
cono una percentuale del 0,66%. 

8. L’eta media delle 14 pazienti affette 
da carcinoma “in situ” fu di 37,3 anni. Di 
esse, 7 erano bianche e 7 negre. 

9. Il carcinome “in situ” é una neoplasia 
maligna, per quanto in stadio precoce. 
Nella scelta della cura, pertanto, tale fatto 
non deve essere né trascurato né dimen- 
ticato. 
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A good and careful writer often feels that the expression he has long 
been looking for in vain, and which he finds at last, is so simple and 
natural that it is the very one he would have expected to come at once 


into his mind without any effort. 


Among the different words which can render any of our thoughts, 
there is but one which will do this well. It is not always forthcoming 
when we are speaking or writing. Still, it exists, and any other is feeble, 
and will not satisfy an intelligent man who aims at making himself under- 


stood. 


There is in art a point at which perfection is reached, corresponding 
with the goodness or ripeness of Nature. He who feels and loves this has 
perfect taste, and he who likes what comes short of or exceeds: this is 
faulty in his taste. There is, then, good taste and bad taste; and we are 
justified in discussing the difference between them. 
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Carcinoma in Situ of the Uterine Cervix: Report 


of a Case Observed for Iwo and a Half Years 


JACOB DISSICK, M.D., F.I.C.S. 
BROOKLYN, NEW YORK 


as carcinoma in its normal or orig- 

inal location. It has also been defined 
as “a condition in which malignant cells 
and their progeny are found in or near 
positions occupied by their ancestors be- 
fore the ancestors underwent malignant 
transformation.” A good definition is the 
one used by Hoffman, Farrell and Hahn,! 
who stated that carcinoma in situ denotes 
squamous cell carcinoma during the initial 
phase of its development, when the cells 
are still within the confines of the surface 
epithelium. The cells of carcinoma in situ 
are already regarded as malignant. Were 
they not, the term carcinoma, even though 
qualified by “in situ,” would be a mis- 
nomer. 

The following case is reported as of in- 
terest because the carcinoma in situ failed 
to become invasive over a period of two 
and a half years. Although this time lapse 
is not unusual, other cases have been de- 
scribed in which the basement membrane 
has been less resistant to invasion and the 
cancer has become invasive in a matter 
of months. 


(Css carcinom in situ may be defined 


REPORT OF CASE 


R. B., a 36-year-old multiparous Negress, 
was admitted to the Crown Heights Hospital 
on Feb. 22, 1954, complaining of pain in the 
lower part of the abdomen. 

Chief Complaint.—Pain was present for one 
day and was generalized over the lower part 
of the abdomen. 

Past History.—Menstrual: The menses be- 
gan at the age of 14, occurred every twenty- 
eight days and were four or five days in dura- 
tion. Marital: The patient had been married 
twice, the first time at the age of 15 and the 
second (in 1942) at the age of 24. She had 
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had numerous abortions and 4 full-time babies, 
2 of whom are living. Medical and Surgical: 
The patient was first seen in a gynecologic 
clinic in September 1951 because of abdomi- 
nal pain. A Papanicolaou smear showed the 
tumor to be of Type IV, and a biopsy was 
reported as revealing carcinoma in situ and 
leukoplakia of the cervix. She was followed 
with frequent punch biopsies and knife bi- 
opsies. The lesion remained unchanged until 
February 1953, when a biopsy was reported 
as showing invasive carcinoma of the cervix. 
She was then in the sixteenth week of preg- 
nancy, and it was decided to carry the preg- 
nancy to term. The antepartum course was 
uneventful. The patient was hospitalized from 
July 20 to July 31, 1953, for evaluation of 
the cervical lesion. The estimated date of con- 
finement was July 25. On July 23 the patient 
went into labor, and cesarean section was car- 
ried out without complications. 

The patient was again hospitalized on De- 
cember 11, with complaints of abdominal pain 
starting twenty-four hours prior to admis- 
sion. She had had one similar episode about 
five years earlier but was otherwise essentially 
well. She stated that exploration for sup- 
posed disease of the gallbladder had been per- 
formed at that time, and the surgeon was said 
to have found no cholecystic disease and to 
have left the gallbladder intact, although he 
removed the appendix. 

Physical Examination.—There was tender- 
ness to deep palpation in all abdominal quad- 
rants, most marked in the midepigastrium, 
with questionable rebound tenderness in the 
same area. 

Roentgen Examination.—A gastrointestinal 
series revealed a fairly constant smooth de- 
pression in the superior aspect of the duode- 
num, such as might be produced by continuity 
of an extrinsic mass, such as the gallbladder. 
A cholecystic roentgenogram showed subnor- 
mal excretion of the dye, with no calculi. 

Pelvic Examination—On December 17, ex- 
amination of the pelvis revealed that the cer- 
vix was firm and of normal size. By speculum 








it showed a marked whitening patch 1.5 cm. 
in diameter. On the left and posterior aspect 
a wedge-shaped area of white was beginning 
to appear, but it was not as pale as that in 
the anterior region. No parametrical involve- 
ment was detected. Knife biopsies of the cer- 
vix were performed on December 18. The foci 
of carcinoma in situ were still present. (The 
same change noted prior to and during the 
early part of pregnancy, the features being 
those of carcinoma in situ.) 

The patient was treated medically and was 
discharged on December 21. She refused op- 
eration and was advised to maintain a low fat 
diet plus sedation. 


Present Iliness—Examination on Feb. 22, 
1954, revealed a uterus as large as that of a 
two and one-half month gestation, with thick- 
ening of both tubes. The left ovary tender; 
it was enlarged to the size of a large walnut 
and was adherent to the lateral surface of the 
uterus. The cervix was eroded and showed a 
discharge. The impression was that of a 
fibroid uterus, a cystic ovary and (in view 


ee * 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 








OCTOBER, 1954 


of the history) carcinoma of the cervix uteri. 
Total hysterectomy and bilateral salpingo- 
oophorectomy were advised. 


Laboratory Tests.—Tests of the blood re- 
vealed 4,100,000 red cells per cubic millimeter, 
with 78.5 per cent (12.5 Gm.) of hemoglobin. 
The blood was type AB, and the blood was RH 
positive. 

The specific gravity of the urine was 1.006. 
There was a slight trace of sugar, a slight 
trace of acetone and no albumin. Microscopic 
examination revealed a few red and white 
blood cells and many epithelial cells. 


Pathologist’s Report.—The pathologic diag- 
nosis was (1) intraepithelial epidermoid car- 
cinoma of the cervix; (2) endometrium in the 
lutein phase, and (3) minimal bilateral sal- 
pingitis. 

Operation.—Complete hysterectomy, with bi- 
lateral salpingo-oophorectomy, was performed 
on February 23. The postoperative course was 
uneventful. 
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Fig. 1.—Low power photomicrograph of biopsy specimen of endocervical mucosa, (See text.) 
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DISSICK: CERVICAL CARCINOMA IN SITU 





Fig. 2.—High power photomicrograph of endocervical mucosa. (See text.) 


COMMENT 


This case is reported to show the rela- 
tive safety of delay in operating upon a 
carcinoma in situ when a woman is of 
childbearing age, provided that she is not 
neglected and biopsies are performed at 
intervals of four to six months. The cir- 
cular cold knife biopsy is preferred to the 
punch biopsy, as the latter may miss an 
affected area by not going deep enough. 
In this case the tumor appeared to be in- 
vasive for a short time during pregnancy, 
but later it regressed. 

In such cases, delivery should be accom- 
plished solely by cesarean section, as in 
this case, and hysterectomy should be per- 
formed at that time or after a relatively 
short period of observation. Although in 
this case the tumor appeared to be inva- 
sive during pregnancy, caution should be 
exercised in diagnosing malignant disease 
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in a gestating cervix. 

Review of the Literature.—Prior to 1912 
it was generally agreed that squamous cell 
carcinoma of the cervix could be diagnosed 
with certainty only when unmistakable in- 
vasion had occurred. In 1912, Schottlander 
and Kermauner? published their observa- 
tions on a series of frank invasive car- 
cinomas of the cervix. They pointed out 
that the cervical epithelium at the verge 
of such a growth shows atypical changes 
that may well represent the cellular modi- 
fications characteristic of the earliest stage 
in malignant transformation of the squa- 
mous epithelium. In these marginal areas 
there was no break-through into the ad- 
jacent stroma, the atypical cells, as de- 
scribed by them, being still ‘‘in situ,” i.e., 
still within the site of their origin. Con- 
firmatory evidence produced by Hinsel- 
man,* Schiller,* Wespi,® Glatthar® and 
others is responsible for the belief cur- 








rently shared by an ever-increasing group 
that it is possible to diagnose squamous 
cell carcinoma of the cervix with certainty 
before the malignant cells have broken 
through their original intraepithelial posi- 
tion. 

Incidence.—The incidence varies with 
different writers and different conditions. 
Hoffman and his associates! observed only 
1 case among 4,152 biopsies (about 1/40 
of 1 per cent), while Pund and Auerbach’? 
recorded 3.9 per cent of 1,200 removed 
uteri as so affected. Pund, Nettles and 
others,® in discussing these observations, 
stated that, while this exceeds the expected 
incidence of 1.5 per cent (Meigs®), it must 
be remembered that total hysterectomy 
was elected for cervical disease. 

Pregnancy.—According to Pemberton 
and Smith,!® cancer of the cervix is pre- 
ceded by pregnancy in 90 to 97 per cent 
of cases. 

Age.—Nieburgs" noted that the highest 
incidence of cervical cancer in situ is in 
women between the ages of 30 and 40. 
However, it averages 0.8 per cent for each 
decade after puberty. Pund and Auerbach’ 
stated that the average age of 43 patients 
was 36.6 years. The youngest patient was 
23 and the oldest 56. TeLinde and Galvin!” 
gave 36 years as the average for the ex- 
tremely early stages and 48 as the age 
for overt tumor. In comparison, they re- 
marked that the relative youth of the pa- 
tients with preinvasive carcinoma is rather 
startling and the twelve-year difference is 
impressive. 

Opinions as to Malignancy.—Some treat 
carcinoma in situ as already malignant 
(Broders).1* Others regard it as poten- 
tially so. Still others imply that it is not 
(Younge, Hertig and Armstrong) .* Hoff- 
man and his associates! have stated that 
there is also some difference of opinion as 
to what constitutes invasion, and conse- 
quently much confusion as to where the 
line between “in sitw’ and invasive car- 
cinoma should be drawn. To support a 
diagnosis of invasive carcinoma, some re- 
quire that there be extension of the atypi- 
cal cells beyond the basement membrane, 
with actual infiltration of the fibromuscu- 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 





OCTOBER, 1954 


lar stroma, while others accept extension 
of the squamous cells below the surface of 
the epithelium into the cervical glands. At 
the other extreme are those who believe 
that “minimal stromal invasion” or ques- 
tionable invasion of the basement mem- 
brane does not exclude a case from the 
in situ category. Most authors agree that 
the term in situ should be used when the 
cells are within the confines of the sur- 
face epithelium. Hoge? stated that the cell 
changes of cancer in situ are identical with 
those of the frankly invasive type. He 
added that the subject is a controversial 
one. Furthermore, even among patholo- 
gists who maintain the concept, there will 
be those who will disagree in specific cases. 
In many cases the microscopic picture will 
be “borderline” and the diagnosis uncer- 
tain. 

Recent Literature——Skapier'® detected 
21 carcinomas in situ of the cervix by 
means of the Papanicolaou technic in a 
series of 10,000 cases, all confirmed by 
biopsy. A description of the type of cells 
observed in such cases is given. Skapier 
stated that characteristic of the cells ob- 
served in malignant growths, either inva- 
sive or noninvasive, can often be better 
demonstrated in smears from the isolated 
cells than in tissue sections. Strikingly 
enough, the exfoliated malignant cells of 
preinvasive cancer are detected prior to 
the appearance of a visible malignant 
focus. 


Hoge! described the appearance of the 
cells of carcinoma in situ and added that, 
in 17 or more cases reported in the litera- 
ture by several writers, these intraepithe- 
lial changes have preceded invasive car- 
cinoma of the cervix and in many instances 
have found to coexist with it. There is 
evidence that intra-epithelial carcinoma 
may exist for years before invasion occurs. 
Pund and Auerbach’ suggested that inva- 
sion begins about six years after the pre- 
invasive phase and that another six years 
may pass before ulceration becomes ob- 
vious. 

Pund, Nettles and Dick® stated that the 
majority of carcinomas of the cervix pass 
through three phases: preinvasive, covert 
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invasive and overt invasive. 

Hoffman, Farrell and Hahn! observed 
only 1 carcinoma in situ of the cervix 
among 4,152 biopsy specimens, although 9 
invasive squamous cell carcinomas were 
discovered. They stated that the low in- 
cidence of carcinoma in situ in their series 
was in contrast with higher figures else- 
where. These authors also pointed out the 
dangers inherent in indiscriminate diag- 
noses of carcinoma in situ. The need for 
circular biopsy to insure adequacy of the 
specimen, multiple sections to exclude in- 
vasion and repeated biopsies to determine 
the reversibility or irreversibility of the 
lesion is stressed. Routine cervical biopsies 
are recommended as a means of detecting 
more cervical carcinomas while they are 
still amenable to treatment. 

Nieburgs™ studied 14 cases by smears 
over periods of one and one-half to three 
years. Progressive morphologic cellular 
changes were observed, from benign nu- 
clear changes to definite preinvasive can- 
cer cells and, in 3 cases, to early invasion. 

Reagan and Hicks 17 made a five year 
study of 5,044 cervices from amputations, 
hysterectomies and biopsies, including 
conization (cold knife) and punch biop- 
sies. Carcinoma in situ was present in 100 
cases (about 2 per cent). Two hundred 
and twenty-five squamous cell carcinomas 
were simultaneously observed. 

Mullen and Foraker’® stated that in their 
opinion carcinoma in situ of the cervix, 
as well as its relation to pregnancy, re- 
quires much more investigation. In cases 
similar to the one they reported, follow-up 
studies extending over many years, if pos- 
sible, will be needed in order to obtain an 
understanding of the history of this lesion. 
At present, they maintained, the diagnosis 
of carcinoma in situ of the cervix during 
pregnancy is fraught with hazard; preg- 
nancy should not be interrupted, and de- 
finitive treatment for carcinoma in situ 
should not be undertaken until an adequate 
postpartum follow-up of well over six 
months has been carried out. 


SUMMARY 
1. A case of carcinoma in situ of the 
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cervix, observed over a period of two and 
a half years without showing invasiveness, 
is reported. The patient became pregnant 
and was delivered by cesarean section. 
The cervical lesion was temporarily inva- 
sive during pregnancy and then regressed 
to the in situ type. A hysterectomy was 
subsequently performed. 

2. Papanicolaou smears are useful as a 
screening test for carcinoma in situ or in- 
vasive carcinoma but should always be 
confirmed by biopsy. 

3. The best method of taking a biopsy 
specimen is the use of a circular cold knife 
or a cold knife conization. A punch biopsy 
is useful only when the results are posi- 
tive; otherwise one is not sure it has not 
missed an affected area. 

4. The concept of carcinoma in situ has 
been almost universally accepted. A small 
minority, however, still disagree with the 
concept. 

5. The treatment for carcinoma in situ 
is complete hysterectomy. During the child- 
bearing age, however, it is safe to wait, 
provided biopsies are performed every four 
to six months and deliveries are made by 
cesarean section. 

6. The ideal time for hysterectomy for 
treatment of carcinoma of the cervix is 
during the preinvasive stage. This may 
be regarded as a life-saving measure. 

Author’s Note: I wish to express my thanks 
to the Kings County Hospital for furnishing me 


with the details of the early history of the pa- 
tient whose case I have described. 


RESUME 


1. Description d’un cas de carcinome in 
situ du cervix, suivi pendant deux ans et 
demi, sans envahissement ganglionnaire. 
Grossesse, avec prolifération temporaire 
de la tumeur. Accouchement par césarien- 
ne. Hystérectomie. 

2. Les frottis de Papanicolaou sont utiles 
dans ces cas, mais le diagnostic devrait 
toujours étre confirmé une biopsie. 

3. La meilleure biopsie s’obtient a l’aide 
d’un bistouri recourbé. 

4. L’idée d’un carcinome in situ a été 
presque universellement acceptée. 

5. Traitement: hystérectomie totale, 
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6. L’époque idéale pour l’hystérectomie 
est celle qui précéde |’envahissement. 


RESUMEN 


1. Se comunica un caso de carcinoma 
in situ del cérvix observado durante un 
periodo de dos afios y medio en que no 
demonstr6 invasién. La paciente se emba- 
raz6 y dié a luz por cesdrea. La lesién cer- 
vical fué invasora temporalmente durante 
el embarazo, involucionando posteriormen- 
te al tipo de in situ. Se hizo histerectomia. 

2. Los frotis de Papanicolaou son Utiles 
como una prueba gruesa para el carcinoma 
in situ 6 é carcinoma invasor, pero debe de 
ser comprobada siempre por biopsia. 

3. El mejor método para tomar biopsia 
es el uso de un bisturi circular frio 6 una 
conizacion con bisturi frio. La biopsia por 
puncion es util Gnicamente cuando los re- 
sultados son positivos, de otra manera no 
se esta seguro de que se ha perdido una 
area afectada. 

4. El concepto de carcinoma in situ ha 
sido aceptado casi universalmente. Sin 
embargo hay una pequefa minoria que aun 
esta en desacuerdo con el concepto. 

5, El tratamiento para el carcinoma in 
situ es la histerectomia total. Sin embargo, 
durante el embarazo es mejor esperar, 
teniendo en cuenta que deben tomarse bi- 
opsias de cada cuatro a seis meses y de 
que los partos deben hacerse por cesaérea. 

6. El tiempo ideal para la histerectomia, 
para el tratamiento del carcinoma del cér- 
vix, es durante el estadio preinvasor. Esto 
debe de ser considerado como una medida 
para salvar la vida. 


ZUSAM MENFASSUNG 


1. Es wird iiber einen Fall von Kar- 
zinom des Gebarmutterhalses in situ 
berichtet, der wahrend einer Beobach- 
tungszeit von zweieinhalb Jahren kein 
Eindringen in die tieferen Gewebe zeigte. 
Die Patientin wurde schwanger und wurde 
mittels Kaiserschnitts entbunden. Wah- 
rend der Schwangerschaft zeigte der 
Krankheitsherd am Gebarmutterhals vor- 
iibergehen de Zeichen des Eindringens in 
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das anliegende Gewebe, kehrte aber spater 
in das in situ—Stadium zuritick. Danach 
wurde eine Gebaérmutterresektion vorge- 
nommen. 

2. Abstrichuntersuchungen nach Papa- 
nicolaou sind zur Aussiebung von Patien- 
tinnen mit in situ—oder infiltrierenden 
Karzinomen von Wert, sollten aber stets 
durch Probeexzisionen bestatigt werden. 

3. Die Probeexzision wird am _ besten 
mit einem ringférmigen kalten Messer 
oder als kegelformige Ausstanzung durch- 
gefiihrt. Die Abknipsung eines kleinen Ge- 
webestiicks ist nur dann _ befriedigend, 
wenn die Untersuchung positiv ausfallt; 
andernfalls kann man nicht sicher sein, 
ob man wirklich das erkrankte Gewebe 
getroffen hat. 

4. Der Begriff des Carcinoma in situ 
ist jetzt fast auf der ganzen Welt aner- 
kannt. Ein kleine Minderheit allerdings 
steht noch immer im Widerspruch dazu. 

5. Die Behandlung des Carcinoma in 
situ ist die totale Gebarmutterresektion. 
Im gebarfihigen Alter jedoch gilt es als 
gefahrlos abzuwarten, vorausgesetzt dass 
Probeexzisionen alle vier bis sechs Monate 
vorgenommen und Entbindungen mittels 
Kaiserschnitts ausgefiihrt werden. 

6. Der ideale Zeitpunkt zur Gebarmut- 
terresektion beim Zervixkarzinom liegt im 
Stadium vor er Infiltrierung  tieferer 
Gewebe. Unter diesen Umstinden kann 
die Operation als lebensrettendes Verfah- 
ren angesehen werden. 


RIASSUNTO 


1. Viene riferito un caso di carcinoma 
in situ del collo uterino, seguito per un 
periodo di 2 anni e mezzo senza che 
mostrasse segni di invasione. La donna 
ebbe una gravidanza e partori con taglio 
cesareo. Durante la gravidanza la lesione 
mostro, per qualche tempo, una tendenza 
a espandersi, poi regredi fino allo stadio 
intraepiteliale. Successivamente fu sotto- 
posta ad isterectomia. 

2. La citodiagnosi secondo Papanicolaou 
é molto utile per la diagnosi di questi 
tumori, ma deve essere confermata dalla 
biopsia. 
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3. Il concetto di “carcinoma in situ” é 
ormai universalmente accettato, salvo 
qualche opinione discorde. 

4, La sua cura é l’isterectomia totale. 
Si pud, tuttavia, temporeggiare durante il 
periodo di fecondita, a patto che si ese- 
guiscano biopsie ogni 6 mesi e che i parti 
avvengano con taglio cesareo. 

5. L’epoca pit adatta per l’isterectomia 
é quella corrispondente alla stadio prein- 
vasivo; solo in questo caso la cura pud 
essere efficace. 
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With five or six technical terms, and nothing further, a man will pose 
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run of folk. He imposes upon others, and deceives himself. 
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is a relatively common surgical en- 

tity. By far the most frequent type 
from a clinical standpoint is carcinoma, 
which may occur in any portion of the 
pancreas, though the usual location is the 
pancreatic head. The next most prevalent 
site is the body; rarely is the tail of the 
pancreas involved. Secondary invasion of 
the pancreas by malignant disease is also 
fairly common. Cystic disease of the pan- 
creas may arise from various portions of 
its body. Papillary cystadenocarcinoma is 
a rare disease of the pancreas ; consequent- 
ly, our interest in reporting this case is 
because of its rarity, and because of the 
unusual symptoms in this patient with the 


Nis relative disease of the pancreas 


early good results obtained. Burk and 
Hill’ in 1952 classified neoplastic disease 
into three types, cystadenoma, cystadeno- 
carcinoma and teratoma, stating that the 
cystadenoma occasionally shows papillary 


proliferations. Lichtenstein? in 1934 re- 
ported a case of papillary cystadenocar- 
cinoma in the tail of the pancreas, stating 
that he was unable to find any previous 
authentic cases in the American literature. 
His patient was a 44-year-old woman who 
had had demonstrable cystic disease of 
the pancreas for six years, mistakenly 
diagnosed as enlargement of the spleen. 
From the necropsy data he assumed that 
this growth originated as a benign cyst- 
adenoma and progressed to late malignant 
changes, which accounted for the rapid 
decline of the patient in the few months 
prior to death. Miller, Baggenstoss, and 
Comfort? reported an autopsy study of 202 
cases of primary carcinoma of the pan- 
creas at the Mayo Clinic. In this series 
they observed only 1 papillary cystadeno- 
carcinoma, which revealed large cystic 
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spaces lined by tall columnar epithelium, 
with the papillary projections associated 
with malignant disease. Kaufmann,‘ in a 
German publication in 1911, reported an 
authentic case of this disease. 

Pancreatic cysts probably originate in 
ectopic embryonic cells as proliferations of 
ductal or acinar epithelium. The develop- 
ment and rate of growth of these cysts is 
entirely unpredictable, but it is known 
that they may be present for many years 
in a benign state or a very slow growing 
malignant state. Their presence may not 
be manifested for a considerable time, and 
the symptoms finally result from compli- 
cations, such as jaundice, torsion, hemor- 
rhage, rupture, pain from trauma, the 
pressure mechanically produced by en- 
croachment on surrounding structures, or 
the transformation from a benign to a 
malignant state, with direct or metastatic 
extension. We are not certain whether the 
papillary cystadenocarcinoma in the case 
to be reported had been producing any 
symptoms or not, as primary laparotomy 
was done for relief of acute cholecystitis. 
After encountering a large cystic mass, we 
are still unable to say which was causing 
the symptoms in the absence of jaundice 
and evidence of obstruction of the com- 
mon bile duct. A complete review of the 
case, however, will be presented. 

Incidence.—Pancreatic disease is rather 
common, and carcinoma of the pancreas, 
which is one of the most significant dis- 
eases of this organ, is comparatively rare. 
Cysts of the pancreas occur much less fre- 
quently than do carcinoma, and carcinoma- 
tous change in pancreatic cysts is reported 
very infrequently. The correlation of pan- 
creatic cysts and disease of the gallbladder 
cannot be proved, but Judd® stated that 
the association of cholecystic disease and 
pancreatic cysts is very common; in a 
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series of 41 cases there was associated 
disease of the gallbladder. This probably 
holds true in our case, as the patient had 
undergone two previous operations on the 
gallbladder and still had cholecystic dis- 
ease. 

Location. — Several writers have re- 
ported cystadenoma and papillary cyst- 
adenoma as originating in the tail of the 
pancreas. Heiberg® stated that in his 
opinion the favorite site of cystadenoma 
is the tail of the pancreas. Lazeras’ stated 
that the rarest position for pancreatic 
cysts is in the head of the pancreas. Ken- 
nard® reported a series of 20 carcinomas 
of the head of the pancreas, many of them 
cystic, but it is questionable how many of 
them were true proliferative cystadeno- 
carcinomas, as the evidence reported is 
insufficient to prove the complete patho- 
logic diagnosis. Miller,? reporting a series 
of 202 autopsies on carcinoma of the pan- 
creas at the Mayo Clinic, observed only 
1 papillary cystadenocarcinoma. Frienden- 
wald and Cullen® in a short review of 7 
pancreatic cysts, said that only 3 showed 
malignant change. Mahorner and Matt- 
son!® observed 4 cysts with carcinomatous 
change at operation, in a series of 88 pan- 
creatic cysts. A relatively high incidence, 
but this was a clinical review of the cysts 
discovered in a large series of patients. 

Age Incidence.—This is a disease of 
middle life, but it has been reported as 
occurring from the second to the seventh 
decade. It is surprising, however, that 
most of the patients whose cases are re- 
ported were in the fourth decade. Kauf- 
mann‘ reported, in his textbook on anato- 
my, a case of papillary adenocarcinoma in 
a 42-year-old woman. Lichtenstein re- 
ported a case in which the patient, also 
a woman, was 44 years old. We are of the 
opinion that the few of Kennard’s patients 
whose lesions resembled papillary cyst- 
adenocarcinoma were in the fourth decade, 
probably 1 in the third. Our patient was 
a women 64 years of age. 

Sex Incidence.—The sex incidence shows 
that the male and the female are equally 
susceptible to this disease. Oser!! reported 
that there were 61 female patients in a 
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Fig. 1—Cystic mass compressing the common 
duct laterally and the portal vein and hepatic 
artery posteriorly. 


series of 121 cases of pancreatic cyst. In 
Kennard’s 21 reported cases, 10 patients 
were male and 11 female. 

Complications. — The complications of 
this disease are the same as those for all 
carcinomas of the pancreas. They vary to 
a great extent according to the anatomic 
location of this pathologic process, wheth- 
er it involves the head, the body or the 
tail of the pancreas. The complications 
are usually: (1) ductal obstruction or pan- 
creatic destruction due to local involve- 
ment of the pancreas, or (2) invasion of 
or pressure on surrounding structures by 
direct growth and by metastasis. A few 
of the complications will be briefly dis- 
cussed, 

1. Dilatation of the Common Bile Duct: 
If the tumor mass involves the head of 
the pancreas, a very early growth may 
cause obstruction of the ampulla of Vater, 
the lower end of the common bile duct or 
the pancreatic duct. If the mass is cystic 
and extends out from the pancreas it may 
encroach upon the path of the common 
bile duct, causing obstruction; this oc- 
curred in our patient. In this instance 
the growth, which originated from the 
head of the pancreas, had extended 
cephalad into the gastrohepatic ligament 
and caused wide seperation of the portal 
vein, the hepatic artery and the common 














bile duct. The common bile duct had been 
compressed a considerable distance to the 
right and was moderately dilated, owing 
to pressure of this growth either at the 
lower end of the duct or at the ampulla. 

2. Jaundice: Jaundice, of course, varies 
according to the origin of the original 
tumor. Jaundice may be present if the 
growth involves the head of the pancreas 
and the region of the sphincter of Oddi. 
Early jaundice is due to pressure in this 
area and obstruction of the common bile 
duct (posthepatic jaundice). Jaundice may 
also result from metastatic invasion of the 
liver, with interlobular obstruction. In 
the case we shall present there was no 
evidence of jaundice, in spite of the fact 
the head of the pancreas was involved and 
that the tumor was large, causing con- 
siderable pressure and distention of the 
common bile duct. 

3. Suppuration: In many carcinomas of 
the pancreas a suppurative process sur- 
rounds the periphery or the advancing 
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Fig. 2.—Gross magnification, showing portions of cyst wall and projecting intracystic papillary lesion. 
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edge of the carcinoma. Miller, Baggen- 
stoss and Comfort® reported in their au- 
topsy series that in 19 per cent of cases 
there was some type of early inflammatory 
lesion or suppuration. In our case no in- 
flammation associated with the carcinoma, 

4. Venous Thrombosis: The commonest 
involvement of venous channels associated 
with this disease is observed in the portal 
vein. There also seems to be a tendency 
toward association of a migratory type 
of venous thrombosis with carcinoma of 
the pancreas involving distal vessels (ileo- 
femoral, renal, etc.), but no venous in- 
volvement occurred in our case, in spite 
of the very large invading cystic lesion. 

5. Involvement of Perineural Lymph 
Spaces: This, according to the autopsy 
reports has been observed in a rather large 
number of cases, at least one-third of the 
total. It is an invasive process and is more 
common with lesions of ductal origin than 
with those of the acinar group. Again, 
our patient showed no evidence of lymph 
space involvement. 
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Fig. 3.—Gross magnification, showing microscopic detail of intracystic papillary lesion. Note vascu- 

larized connective tissue cores supporting rather large multilayer epithelial cells with moderate ana- 

plastic features, as evidenced by scattered hyperchromatic nuclei and occasional mitotic figures. Some 
tendency for fusion of cellular papillae. 


6. Metastasis: This is a late complication 
of carcinoma of the pancreas regardless 
of type. It is frequently discovered at 
operation and is practically always de- 
tected at autopsy if death has been due 
to carcinoma of the pancreas. The high 
incidence of metastasis is of course easily 
understood, owing to the fact that the 
diagnosis is often made late in the course 
of the disease. The spread is usually to 
the lymph nodes, liver, lungs, peritoneum 
and adrenal glands. Our patient showed 
no evidence of metastasis at operation, 
and at the time of writing, almost a year 
later, she is in excellent health. Apparent- 
ly no metastases have developed. 

Pathologic Picture.—Lichtenstein! clas- 
sified pancreatic cysts associated with ma- 
lignant disease as follows: (1) solid adeno- 
carcinomas with epithelium-lined cysts; 
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(2) epithelium-lined cysts of the pancreas 
and carcinoma of the pancreas, the lesions 
being present simultaneously in the organ 
but not associated with each other, and 
(3) papillary cystadenocarcinomas. 
There are a few clear-cut examples of 
papillary cystadenocarcinoma, but text- 
books describe the lesions rather meagerly. 
The lesion in our case represented a rare 
situation with a pathologic condition in- 
volving the head of the pancreas. Many 
authors have expressed the opinion that 
the beginning process is a benign cyst- 
adenoma, which later undergoes malignant 
degeneration. The ultimate tendency of 
papillary cystadenomas of the ovary to 
pursue a malignant course is well known, 
and these lesions exhibit a marked histo- 
logic resemblance to cystadenoma of the 
pancreas. The neoplasms are characterized 
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by aggregated cystic spaces of various 
sizes, with portions of the growth exhibit- 
ing a solid structure. Histologically the 
cystic spaces are lined by cuboidal or 
closely applied tall columnar cells with 
relatively dense cytoplasm. The cystic 
structures infiltrate the surrounding tis- 
sue, and papillary infoldings are common. 
Areas of marked anaplasia on the part of 
the epithelial cells to formation of solid 
masses may also occur. The solid areas 
may exhibit a picture characteristic of 
adenocarcinoma of the pancreas. 


REPORT OF CASE 


L. A. F., a woman aged 64, had had mumps, 
measles and chickenpox in childhood and pneu- 
monia at the age of 17. Her mother died of 
a “heart attack” at the age of 42 and her 
father in an accident at the age of 69. There 
was no history of cholecystic or intestinal dis- 
ease in the family. The patient had the first 
attack of gallbladder colic in 19138. These 
bouts of pain became so severe that in 1914 
she was hospitalized for surgical treatment, 
and a cholecystotomy and appendectomy were 
performed. She states that the right ovary 
was removed and a section of bowel resected. 
“Gallstone” colic recurred in less than one 
month after this operation. In 1926 the pa- 
tient was hospitalized for “inflammation of 
the gallbladder.” She was seriously ill, but 
no operation was performed. The attacks 
continued, growing more severe, until 1936, 
when operation was repeated. She was in- 
formed that a cholecystectomy had been done. 
In 1939 she underwent a subtotal abdominal 
hysterectomy for a fibroid uterus. 

After the operation in 1936, the patient 
stated, the attacks were so severe that she was 
anesthetized with chloroform before the doctor 
could make an examination of her abdominal 
area. There was never a period longer than 
eight to ten weeks between attacks. She was 
also informed that she had had a peptic ulcer 
intermittently since 1913, but we are unable 
to determine that this was substantiated by 
roentgen study. 

The patient was admitted to St. Francis 
Hospital on Oct. 29, 1952, because of nausea, 
vomiting and pain in the right upper quad- 
rant of the abdomen. She had been unable 
to eat anything for three days and had had 
similar attacks in the past few weeks. Owing 
to the frequency of these attacks and her in- 
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ability to tolerate the pain and maintain nor- 
mal nutrition, she was admitted for cholecyst- 
ectomy. The diagnosis of cholecystitis was 
questioned, since she had already undergone 
cholecystotomy and a supposed cholecystecto- 
my. In spite of this, the gallbladder that 
visualized was about two-thirds the normal 
size. The urine was normal. There were 4,050,- 
000 red blood cells per cubic millimeter, with 
13.4 Gm. of hemoglobin, and 7,400 white cells, 
with a normal differential count. 

After one blood transfusion, operation was 
performed. A right rectus incision was made, 
with excision of an old scar, and on explora- 
tion of the abdomen many adhesions were 
encountered. These were separated by sharp 
and blunt dissection. The gallbladder was 
finally exposed. It was about three-fourths 
the normal size and contained bile. The duct 
system was explored. The common duct was 
dilated and pushed far to the right, traversing 
around a multilocular cystic mass about 5 by 
4 by 4 inches (12.5 by 10 by 10 cm.). This 
mass was anterior to the portal vein and the 
hepatic artery and medial to the common duct. 
The peritoneum was separated from the mass 
and the bleeding vessels ligated. The mass 
was then peeled out by sharp and blunt dis- 
section down to the pancreas, where it was 
inadvertently ruptured, and a papillary type 
of tissue was observed, resembling carcinoma. 
This was removed as cleanly as possible, to- 
gether with some pancreatic tissue, and su- 
tured over. The gallbladder was then removed 
and the abdomen closed, after the placing of 
a Penrose drain in Morrison’s pouch. The 
patient made a slow but satisfactory recovery 
and left the hospital in two weeks. 

After the operation the wound drained a 
considerable amount of pancreatic ferment, 
which was quite troublesome to the surround- 
ing skin. After about three weeks all drainage 
ceased. At the time of writing the patient is 
gaining weight and feels better than she has 
for years. It is now almost a year since the 
operation. 


SUMMARY 


A case of papillary cystadenocarcinoma 
of the pancreas is reported and the litera- 
ture reviewed. Whether the lesion was a 
long-standing cyst of the pancreas which 
had recently undergone malignant change 
or was primarily a malignant disease is 
impossible to say. In the author’s opinion, 
however, it is reasonable to assume that 
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some of the longstanding obscure epi- 
gastric symptoms may have been due to 
the pressure of this cystic growth, as the 
patient’s health has been definitely im- 
proved since its removal. 


ZUSAM MENFASSUNG 


Es wird iiber eine Fall von papillarem 
Zystadenokarzinom der Bauchspeicheld- 
riise berichtet und ein Uberblick tiber die 
einschlagige Literatur gegeben. Es lasst 
seich nicht sagen, ob es sich im vorlie- 
genden Falle um eine seit langem beste- 
hende Pankreaszyste, die schliesslich bé- 
sartig degenerierte, oder um eine primare 
Krebserkrankung handelte. Nach Ansicht 
des Verfassers allerdings geht man wohl 
nicht fehl in der Annahme, dass manche 
der ungeklarten lange bestehenden epigas- 
trischen Symptome des Kranken durch 
Druck der zystischen Geschwulst hervor- 
gerufen waren, da das Wohlbefinden des 
Patienten sich nach Resektion der Ge- 
schwulst deutlich gebessert hat. 


RESUMEN 


Se comunica un caso de cistoadenocar- 
cinoma papilar del pancreas y se revisa 
la literatura. No es posible definir si la 
lesi6n fué nun quiste viejo del pancreas 
que se malignizé6 6 si fué un padecimiento 
maligno primario. En la opinién del autor, 
es razonable pensar que algunos sintomas 
epigastricos viejos pudieron ser debidos a 
la presencia del crecimiento quistico, ya 
que la salud del paciente mejor6 en forma 
definida después de la extirpaci6n. 


RIASSUNTO 


Viene riferito un caso di cistoadenoma- 
papillifero del pancreas, con rassegna della 
letteratura sull’argomento. Non é possi- 
bile stabilire se si tratti di una cisti pan- 
creatica di vecchia data, trasformata poi 
in tumore, oppure di un tumore primitivo. 
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L’autore pensa che una dispepsia oscura, 
che datava da anni, potesse dipendere dalla 
compressione causata dalla cisti, tanto é 
vero che questa scomparve completamente 
dopo l’intervento, 


SUMARIO 


Os autores comunicamum caso de cisto- 
adenoma papilar do pancreas e apresen- 
tamuma revisdo da literatura. Nao foi 
possivel afirmar si a lesdo era constituida 
por um cisto pancreatico de longa duracao 
que havia recentemente sofrido uma modi- 
ficacao maligna ou, si era primariamente 
maligno. Na opiniado dosautores, entre- 
tanto, é razoavel pensar-se que alguns dos 
sintomas epigastricos, obscuros, de longa 
duracao, podem ser devidos a pressao déste 
crescimento cistico, uma véz que 0 paciente 
melhorou consideravelmente apéds a remo- 
cao do mesmo. 


RESUME 


L’auteur rapporte un cas d’adénocar- 
cinome kystique papillaire du pancréas et 
passe en revue la littérature. II est impos- 
sible de dire s’il s’agit d’une dégénéres- 
cence primaire ou secondaire d’un kyste 
pancréatique. Toutefois, il est raisonnable 
de supposer que si les symptémes épigas- 
triques, dus 4 la pression exercée par la 
croissance du kyste, disparaissent aprés 
lextirpation du kyste, on est en droit de 
penser qu’il s’agissait d’un kyste bénin. 
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Women, as the object of our strongest love and aversion, rouse complex 
emotions which are embodied in proverbial “wisdom.” 

Almost everybody allows himself or herself some entirely unjustifiable 
generalization on the subject of Woman. Married men, when they gener- 
alize on that subject, judge by their wives; women judge by themselves. 
It would be amusing to write a history of men’s views on women. In 
antiquity, when male supremacy was unquestioned and Christian ethics 
were still unknown, women were harmless but rather silly, and a man 
who took them seriously was somewhat despised. Plato thinks it a grave 
objection to the drama that the playwright has to imitate women in creat- 
ing his female: roles. With the coming of Christianity woman took on a 
new part, that of the temptress; but at the same time she was also found 
capable of being a saint. In Victorian days the saint was much more 
emphasized than the temptress; Victorian men could not admit themselves 
susceptible to temptation. The superior virtue of women was made a 
reason for keeping them out of politics, where, it was held, a lofty virtue 
is impossible.’ But the early feminists turned the argument round, and 
contended that’ the participation of women would ennoble politics. Since 
this has turned out to be an illusion, there has been less talk of women’s 
superior virtue, but there are still a number of men who adhere to the 
monkish view of woman as the temptress. Women themselves, for the 
most part, thirik of themselves as the sensible sex, whose business it is 
to undo the harm that comes of men’s impetuous follies. For my part I 
distrust all genéralizations about women, favorable and unfavorable, 
masculine and feminine, ancient and modern; all alike, I should say, 
result from paucity of experience. 


—Russell 
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A Forgotten Cause of Infant Suffocation 


The Possible Relation Between Atresia of the Posterior 
Nares to Asphyxia Neonatorum and Sudden Infant Death 


HENRY H. BEINFIELD, M.D., F.I.C.S. 
BROOKLYN, NEW YORK 


is to create and promote a provoca- 

tive discussion, as well as to stimu- 
late and revive an increased interest in the 
forgotten relation between a congenital 
anomaly, atresia of the posterior nares 
and asphyxia neonatorum. This paper is 
also presented to state some of my per- 
sonal views on this subject and, in addi- 
tion, to encourage further investigation 
and research work on this relation. It is 
likewise intended to urge the pathologist 
to determine whether the atresia in in- 
fants is bony or membranous, and to in- 
vestigate the posterior nares in all cases 
of asphyxia neonatorum and of the mys- 
terious deaths of infants up to about 5 
months of age, when no other cause of 
suffocation can be found. 

The profession today is at a loss to ex- 
plain the exact cause of infant death in a 
number of cases, and the diagnosis and 
responsibility are placed upon the vague 
term “accidental mechanical suffocation,” 
because at autopsy no definite pathologic 
change, gross or microscopic, can be found 
to explain the death. It is my firm con- 
viction that, if the pathologist would in- 
vestigate posterior nares in all such cases, 
he might be amazed at the frequency with 
which he would find this anomaly to be 
present. 

Almost everyone can recall reading 
news items concerning infants who, al- 
though apparently sound and healthy, 
were found dead in their cribs or car- 
riages. Such headlines as these appear: 
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“Baby Dies, Apparently of Suffocation,” 
“Baby Drowns in a Pool of Milk,” etc. 
These deaths are usually classified by 
those who compile vital statistics as 
“death from mechanical or accidental suf- 
focation.” In the absence of any other 
familiar pathologic condition, death may 
very well have been due to unrecognized 
unilateral atresia of the posterior nares. 


In reading articles published on as- 
phyxia neonatorum and sudden deaths in 
infants,! one is impressed with the doubt 
that exists as to the exact cause of death. 
No one recently has mentioned the possi- 
bility of atresia of the posterior nares in 
such cases. The explanations usually offered 
by pathologists (Arey and Dent?) have 
about them an air of mystery and diag- 
nostic confusion, leaving one with the con- 
clusion that the real cause of death was 
not found. Naturally, there is always a 
pathologic cause of death, and it is im- 
possible to make a diagnosis of any con- 
dition if an incomplete physical examina- 
tion is conducted. Mechanical suffocation 
in every instance is the ultimate cause of 
death, but it is never a contributory cause. 
At one time the chief contributory cause 
was thought to be the covering of the in- 
fant’s face with blankets or other bed- 
clothes. This theory has since been dis- 
carded, and rightly so, because it never 
was or could have been a factor. A new- 
born infant unable to get air to inflate its 
lungs dies of suffocation, with atelectasis 
as the ultimate cause. Since atelectasis is 
observed commonly at autopsy, with no 
explainable reason in many instances, its 
presence should lead the pathologist to 
investigate the posterior nares for bilat- 
eral atresia. This condition, if present, 
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could be the contributory cause of death. 

Werne and Garrow? have shown a great 
deal of interest in the analysis and poten- 
tial solution of the problem of suffocation 
in infants, for which they deserve much 
credit. Their excellent article®* should be 
read to be appreciated. Statements such 
as the following appear throughout their 
article: “It is difficult to explain at au- 
topsy the infant mortality of a number of 
stillbirths and neonatal deaths. An admis- 
sion is made that if no reasonable cause of 
death is found by the Medical Examiner, 
it is not often received with the equanim- 
ity that such intellectual honesty deserves. 
There is no other group of cases in which 
the proportion of negative postmortem 
findings is as high as among fetal deaths.” 
From the foregoing statements I suspect 
that it is in these cases that atresia of 
the posterior nares might have been dis- 
covered if the posterior nares had only 
been examined. Werne and Garrow?’ have 
discussed the same problem in other arti- 
cles, without coming to any definite con- 
clusion. 

In 1829, Otto‘ first recognized and de- 
scribed bilateral atresia of the posterior 
nares, observed at autopsy in an infant 
whose death was attributed to asphyxia 
neonatorum. Ronaldson,® in 1881, con- 
firmed this observation. Fraser,* in 1910, 
obtained a specimen en bloc at autopsy, 
showing atresia of the right posterior 
nares. Since then, very little has been 
heard about this relation. 


In a talk given before the American 
Academy of Forensic Sciences, Werne’ 
said, “Some doctors and pathologists con- 
clude that a baby has died of suffocation 
when no other cause of death is apparent.” 
He criticized the diagnosis of suffocation 
made by other pathologists and advanced 
the idea that there is absolutely no justi- 
fication for a diagnosis of suffocation, as 
it can only lead to a feeling of guilt on 
the part of the parents. It would seem to 
me that it is more important to locate the 
cause of death than it is to allay the par- 
ents’ feeling of guilt with a false diagno- 
sis. Should not the onus of guilt be removed 
from the pathologist? It is also my con- 
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viction that many pathologic conditions of 
the chest, observed microscopically and 
reported by the pathologist, are rather the 
terminal than the primary cause of death. 
A fulminating respiratory disease may be 
present in some cases, but it is difficult to 
believe that it is present in all of the many 
cases reported, especially when one con- 
siders the possibility of sudden death, in 
an apparently healthy infant, because of 
unrecognized atresia of the posterior 
nares. 


Statistics on infant mortality never tab- 
ulate atresia of the posterior nares as a 
cause of infant suffocation; one would 
think such a condition did not exist. The 
compilation of such statistics should be 
corrected to include this anomaly as one 
of the causes of infant mortality. The sta- 
tistics are lacking in this respect only be- 
cause the pathologists do not examine the 
nose for this condition. Vital statistics are 
made by the clinician and the pathologist. 
In a bulletin issued by the City of New 
York Department of Health in 1953, Er- 
hardt® stated that 39 more infant deaths 
fell into the “all other causes” category. 
This increase is largely composed of 
deaths attributed to symptomless and ill- 
defined causes. Experience indicates that 
most of them will eventually be classified 
as accidental. If this is true, Erhardt said, 
the accidents involving infants more than 
1 month old will show a substantial increase 
in the final figures. Such a statement is 
highly significant. There would be no rea- 
son for such a classification if the search 
for the cause of death is extended to some 
heretofore unexplored areas. My suspi- 
cion is very strong that these infants, if 
examined, will have atresia of the poste- 
rior nares, as described by Otto‘ and Ron- 
aldson.® Confirmation of their work would 
clear up a good deal of the current vague- 
ness in statistical classification and tabu- 
lation. The “all other causes” or “cause 
unknown” category could possibly be elim- 
inated. 

What is the importance of all this? It 
is not commonly known or realized that an 
infant up to about 5 months of age will 














FEE lah ARK nin nh 





VOL. XXII, NO. 4 


not open its mouth to breathe if it cannot 
breathe through its nose. The reason for 
this is not at all understood. It may be, 
however, that no voluntary associated re- 
flex is developed until about that age. This 
little known fact is the reason infants 
suffocate. Thomson® stated that it is 
natural for the newborn to breathe only 
through the nose. A case of bilateral atre- 
sia in a newborn infant was reported by 
Richardson’? who stated that he was able 
to keep the child alive by keeping the lips 
apart, with the aid of assistants who 
helped him maintain mouth breathing. 
Wilkerson and Coyce," reporting the case 
of a newborn infant, with complete bilat- 
eral atresia of the posterior nares, con- 
cluded that in such a case it is necessary 
to life that the child’s mouth be kept open. 

That an infant who cannot breathe 
through its nose will usually not open its 
mouth to breathe cen b2 easily demon- 
strated by anyone in the nursery, by care- 
fully and gently pinching together the 
nostrils of a newborn infant, preferably 
after it has had its bottle, and when it is 
resting quietly and not crying. This pre- 
vents air from entering the nose and sim- 
ulates complete bilateral nasal obstruction, 
such as would be present in a case of bi- 
lateral atresia of the posterior nares. In 
a number of these tests, but not necessar- 
ily in all, the infant will begin to tighten 
and draw in its lips in an attempt at 
forced nasal breathing, but it will not open 
its mouth to breathe. Instead, it will be- 
gin to struggle for air, turn red in the 
face and manifest signs of impending 
asphyxia. 

The results of such an experiment 
should serve as conclusive evidence that 
infants born with bilateral atresia of the 
posterior nares will die of suffocation at 
birth if the condition is not immediately 
recognized and treated. The same is true 
of an infant with unilateral atresia of the 
posterior nares when it is placed on its 
abdomen in its crib or carriage, with its 
head turned to one side, so that the normal 
or clear side of the nose is buried in the 
pillow or mattress. The mysterious and 
unexplained deaths of apparently healthy 
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infants found dead in their cribs or car- 
riages are probably due to this cause. 
Such deaths usually occur in infants up 
to about 5 months of age, possibly because, 
up to that age, a normal infant is ordi- 
narily unable to turn its head sufficiently 
away from the pillow to enable it to 
breathe through the nose. However, uni- 
lateral atresia of the posterior nares oc- 
casionally occurs in an older child or an 
adult, which means that persons with uni- 
lateral atresia do not necessarily die. One 
would probably encounter more cases of 
unilateral atresia than one does now, if 
all of the patients survived past infancy. 

These sudden deaths of infants should 
not be confused with death due to a ful- 
minating infection, in the lungs or else- 
where, which is something entirely differ- 
ent. Nevertheless, infants up to about 5 
months of age can die of suffocation, under 
favoring conditions, if unilateral atresia 
of the posterior nares is present. 


It is axiomatic that the most important 
factor in the prevention of asphyxia neona- 
torum is to establish a clear airway quickly. 
Yet very few realize today, that mucus 
in the nasal passages is not entirely re- 
sponsible for the nasal obstruction that 
prevents air from passing through the 
nose into the lungs. 

Congenital bilateral atresia of the pos- 
terior nares in infants up to about 5 
months of age is seldom, if at all, thought 
of by most obstetricians, pediatricians, 
anesthetists, pathologists, or even public 
health authorities, as a possible cause of 
asphyxia neonatorum. 

Papers have been published (Pfingst ;!* 
Colver ;!3 Klaff ;14 Boyd ;!> Ersner ;!*) which 
describe operations on older persons with 
bilateral atresia of the posterior nares. 
My personal understanding of this condi- 
tion, however, does not permit me to rec- 
oncile survival beyond infancy with the 
existence of bilateral atresia of the poste- 
rior nares. Most children with this condi- 
tion die at birth if it is not recognized 
and treated. It is possible, however, that 
there are some exceptions; for instance, 
some may manage to breathe always 
through their mouth and are therefore 
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able to survive. Another explanation may 
be that the atresia is not complete at birth, 
but only partial, so that sufficient air is 
breathed to maintain life. 

In all cases of asphyxia neonatorum and 
in all cases of infants found dead in their 
crib or carriages, the pathologist should 
investigate the posterior nares at autopsy. 
Unfortunately, few if any pathologists are 
trained to do so. The only approach that 
was formerly used was to remove the 
nasal pyramid and in this manner inspect 
the interior of the nose. This procedure 
is now never used, because the law does 
not permit the facial features to be muti- 
lated; as a result, the proper investigation 
of the nose was abandoned. The patholo- 
gist at autopsy can, however, obtain a 
specimen of the posterior nares, en bloc, 
for examination. The specimen can easily 
be obtained by way of the mouth or 
through the anterior cranial fossa, without 
in any way mutilating the face. It should 
include the posterior half of the hard 
palate with the soft palate attached, ex- 
tending it to the lateral walls of the nose, 
including the roof of the nose or the floor 
of the anterior cranial fossa. If the inves- 
tigation of the nose were carried out rou- 
tinely in this manner in all cases in which 
there is no other pathologic change, it is 
very likely that more cases of atresia of 
the posterior nares would be recorded. 


Other interesting articles on this sub- 
ject have been written. Medovy and Beck- 
man!’ wrote an excellent paper, reporting 
several cases in which openings were made 
in the posterior nares as a life-saving 
measure. Cohen and Witchell'® had ther- 
apeutic difficulties in a case of a bilateral 
choanal atresia, arriving at the diagnosis 
only on postmortem examination. Emmett 
and Rosenthal!® reported vital statistics of 
the United States as follows: 1,568 infant 
deaths in 1948 were classified as due to 
accidental suffocation; 5,315 deaths of 
children under 1 year of age were ascribed 
to “asphyxia, cause not specified,” and sev- 
eral hundred infant deaths were ascribed 
to “status thymicolymphaticus.” These fig- 
ures are appalling. Emmett and Rosen- 
thal, however, disagreed with this sta- 
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tistical classification, emphasizing the fact 
that a careful and complete postmor- 
tem examination should be made. No 
thought, however, of including the poste- 
rior nares in the examination at autopsy 
is mentioned. Abramson?’ reported on 
139 infants under 1 year of age whose 
deaths in New York City from January 
1939 to December 1943 were attributed to 
“accidental mechanical suffocation.” He 
did not arrive at any helpful conclusion. 
Farber”! expressed the opinion that more 
careful postmortem and _ experimental 
studies should be productive of physiologic 
and pathologic data to clarify the problem. 
He, like many others, was at a loss to ex- 
plain asphyxial deaths. This situation still 
exists today. Potter and Adair?? in their 
book Fetal Neonatal Deaths, made no men- 
tion of atresia of the posterior nares. In- 
stead, they stated that, if the cause of 
death cannot be found, it is just as im- 
portant to establish the normal character 
of the organs as it is to discover pathologic 
change. Donlon** presented an excellent 
and complete treatise on resuscitation of 
the newborn. 

Enough evidence has now been pre- 
sented to emphasize the importance of this 
forgotten area of investigation. What can 
be done to correct the situation? 

Diagnosis.—1. Bilateral Atresia of the 
Posterior Nares: In all cases of asphyxia 
neonatorum, bilateral atresia of the pos- 
terior nares should be kept in mind as a 
possibility. 

2. Unilateral Atresia of the Posterior 
Nares: The presence of unilateral atresia 
should always be considered in an infant 
up to about 5 months of age when there 
is a history of undue difficulty in breath- 
ing while nursing. Suspected unilateral 
atresia in the young infant can easily be 
recognized clinically by closing off each 
nostril separately, with the finger when 
the child’s mouth is closed, and then watch- 
ing the reaction for signs of suffocation. 
If the mouth remains closed and no reac- 
tion follows this procedure, both nostrils 
are evidently clear and patent. If, how- 
ever, signs of suffocation become manifest 
when one nostril is closed off, the opposite 
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side of the nose should be suspected of 
harboring atresia of the posterior naris. 
This can be confirmed or disproved by 
passing a probe or a catheter through the 
nostril on the suspected side after a topi- 
cal anesthetic and shrinking agent has 
been applied to the nasal mucous mem- 
brane. Lipiodol roentgen studies will also 
aid in diagnosis. 

In the older child the posterior nares 
should be checked routinely, with the fin- 
ger in the nasopharynx at operation, in 
every case of disease of the tonsils and 
adenoids. In this manner, atresia of the 
posterior nares may occasionally be dis- 
covered, accounting for a history of un- 
recognized nasal obstruction. 

At autopsy, let me repeat, the patholo- 
gist should always examine the posterior 
nares in all cases of asphyxia neonatorum, 
as well as in all cases of suffocation in 
infants up to 5 months of age, especially 
where no other pathologic change can be 
discovered. 

Treatment.—It is interesting to note 
that various articles*‘ on the diagnosis, 
prevention and treatment of asphyxia 
neonatorum never mention atresia of the 
posterior nares as a possibility. 

Bilateral Atresia of the Posterior Nares: 
In every case of asphyxia neonatorum due 
to bilateral atresia of the posterior nares, 
treatment should be instituted immediately 
at birth. Atresia in infants is probably 
membranous, and the membranes should 
be easily perforated. To prevent asphyxia 
in the newborn, the following routine 
should be carried out. Immediately, before 
anything else is done, cpen the infant’s 
mouth and keep it open, to assure an ade- 
quate airway through this channel. When 
this has been done, it is not sufficient 
merely to aspirate the mucus from the 
nose with a catheter to determine whether 
or not it is clear; one must go a step fur- 
ther by passing the catheter through each 
nostril until it reaches the pharynx. Then 
and only then can one be certain that no 
nasal mechanical obstruction is present. 
However, when the catheter is passed into 
the nose and resistance is encountered to 
its continued passage, the tendency has 
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been to withdraw the catheter without 
proceeding any further, for fear that the 
delicate nasal mucous membrane might be 
injured. Whenever such resistance to the 
passage of the catheter is met, and assum- 
ing that the atresia is membranous, the 
catheter should then be deliberately forced 
through the membrane into the pharynx, 
regardless of any local damage or trauma, 
and allowed to remain there for four to 
six weeks. This procedure can be facili- 
tated by making a crucial incision in the 
membrane with an otic paracentesis knife 
before passing the catheter through it, on 
each side. The life that can be saved by 
such a procedure is more important than 
any amount of trauma that may be in- 
volved. As a matter of fact, local trauma 
is of no consequence and has no practical 
significance. When the area of atresia is 
bony, a curet is used to perforate it, after 
which a piece of rubber tubing is placed 
through it into the nasopharynx. For re- 
moval of the rubber tubing from each 
nostril, the technic of decanulization after 
a tracheotomy should be employed, as fol- 
lows: After about four weeks, the rubber 
tubing should first be removed from one 
side only. If after another week it is ap- 
parent that the amount of air coming 
through that nostril is diminishing, the 
tubing should be replaced and left in for 
a few more weeks; otherwise it may be 
left out. Should there be no difficulty in 
breathing, the catheter or tubing may be 
removed from the other nostril. The in- 
fant, nevertheless, should always be care- 
fully watched for signs of closure of the 
atresial opening, as manifested by difficulty 
in breathing. 

Mechanical respirators or other resus- 
citating machines are of no value what- 
soever if bilateral atresia of the posterior 
nares is present, unless they are used with 
the infant’s mouth kept open. 

Unilateral Atresia of the Posterior 
Nares: In eases of established unilateral 
atresia of the posterior naris, one should 
avoid placing the infant upon its abdomen. 
It is necessary to be certain that the clear 
side of the nose is free from any obstruc- 
tion. 











When the patient is about 15 years old 
or older, surgical correction of the atresia 
can be contemplated. The technic described 
by me* for this correction is the only one 
that will create a permanently natural 
opening. The operation is simple to per- 
form and is nondestructive to the sur- 
rounding nasal] structures; moreover, it 
is surgically, anatomically and physiologi- 
cally correct in every way. 


SUMMARY 


Atresia of the posterior nares, bilateral 
and unilateral, is presented as a problem 
to be dealt and reckoned with by the pro- 
fession. 

The diagnosis and treatment of bilateral 
atresia of the posterior nares, is discussed, 
as is the unilateral type of the same con- 
dition. 

Evidence demonstrating the relation be- 
tween congenital atresia of the posterior 
nares and asphyxia is also presented. 

The author explains why infants with 
bilateral atresia of the posterior nares 
will die at birth if this condition is not 
recognized. Infants up to about 5 months 
of age with unilateral atresia of the poste- 
rior nares will die of suffocation if the 
clear nostril is completely obstructed when 
buried in a pillow. 

A suggestion is made that the patholo- 
gist include examination of the posterior 
nares at autopsy in all cases of asphyxia 
neonatorum, as well as in all cases of mys- 
terious death from suffocation in infants 
up to about 5 months of age. A suggestion 
is also made that the pathologist differ- 
entiate between the terminal microscopic 
pathologic changes and the actual cause 
of death in these cases. It is emphasized 
that the obstetrician, pediatrician and 
anesthetist should keep in mind the pos- 
sibility of this anomaly in all cases of 
asphyxia neonatorum. Statistical agencies 
are advised to include it in their tabula- 
tion, under “causes of infant deaths by 
suffocation.” 

It is suggested that the medical profes- 
sion do further investigation and research 
on this subject. 
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The author’s presentation is based pri- 
marily upon the work reported by Otto 
and Ronaldson and upon his own convic- 
tion that atresia of the posterior nares can 
be responsible for asphyxial deaths among 
infants in many cases. 


CONCLUSION 


This paper is presented to stimulate fur- 
ther research interest in the causes of in- 
fant suffocation. Basically, there is a great 
deal of logic in its implications. It should 
therefore be given serious attention by pa- 
thologists, who have heretofore omitted the 
posterior nares in their postmortem ex- 
aminations. The relation of atresia of the 
posterior nares to infant death by suffoca- 
tion, if properly understood, will go far to 
clarify many cases of asphyxia neonatorum 
and of infants found dead in their cribs 
or carriages. This possibility, apparently, 
has been almost completely forgotten. 

Again, the pathologist should include 
the posterior nares in his postmortem ex- 
amination in all cases in which no other 
cause of death is discoverable. The clini- 
cian should also eliminate the posterior 
nares as a cause of suffocation. With such 
cooperation it is likely that the lives of 
many infants could be saved. 

When this relation has been reestab- 
lished the statistician should include atre- 
sia of the posterior nares in his tabulations 
among the causes of suffocation. 

The obstetrician, the pediatrician and 
the pathologist are equally called upon to 
give this possibility their serious attention. 

It is important to establish that the pos- 
terior nares are patent before instituting 
any measures of resuscitation. If an in- 
fant with bilateral atresia of the posterior 
nares could open its mouth to breathe, it 
would never suffocate. 


RESUME 


L’atrésie uni- et bilatérale des narines 
est présentée comme un probléme 4a pren- 
dre en considération. 

Discussion du diagnostic et du traite- 
ment. 
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L’auteur présente également une preuve 
de la relation entre une anomalie con- 
génitale, l’atrésie des narines, et l’asphy- 
xie. Il explique pourquoi les enfants at- 
teints d’atrésie bilatérale des narines 
meurent a naissance si cet état n’est pas 
reconnu. 

L’auteur propose que le pathologiste 
n’omette pas, au moment de l’autopsie, 
examen des narines postérieurs, dans 
tous les cas d’asphyxie chez les nouveaux- 
nés, que dans tous les cas de décés mys- 
térieux par asphyxie d’enfants jusqu’a 
lage de 5 mois. 

Il propose aussi que le pathologiste dif- 
férencie les modifications pathologiques 
terminales et la cause primaire de la mort 
dans ces cas. 

Il souligne que |’obstétricien, le pédiatre 
et l’anesthésiste devraient penser a la 
présence possible d’une atrésie bilatérales 
des narines dans tous les cas d’asphyxie 
de nouveauxnés. II conseille aux agences 
de statistiques d’ajouter a leurs graphiques 
l’atrésie des narines postérieurs sous le 
titre: “Nouveaux-nés décédés par asphy- 
xie.” 

Il suggére que la profession médicale 
fasse des investigations plus poussées dans 
ce domaine. 

Le rapport de l’auteur est basé sur le 
travail de Otto and Ronaldson, ainsi que 
sur sa propre conviction que |’atrésie des 
narines peut étre a l’origine de |’asphyxie 
des nouveaux-nés dans un grand nombre 
de cas. 


ZUSAM MENFASSUNG 


Der angeborene einseitige oder doppel- 
seitige Verschluss der hinteren Nasendff- 
nungen wird als ein Problem dargestellt, 
mit dessen Vorkommen der Arzt zu rech- 
nen hat. 

Die Diagnose und Behandlung der ein- 
seitigen und doppelseitigen Form der Er- 
krankung wird erortert. 

Es wird ferner nachgewiesen, dass Be- 
ziehungen zwischen einer angeborenen 
Anomalie wie dem Verschluss der hinteren 
Nasenoffnungen und Erstickung bestehen. 
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Der Verfasser erklart, warum Neuge- 
borene mit Verschluss der hinteren Nasen- 
offnungen bei der Geburt sterben, wenn 
die Erkrankung unerkannt bleibt. Saug- 
linge bis zum Alter von etwa fiinf Mona- 
ten mit einseitigem Verschluss der hinteren 
Nasenoffnungen kénnen ersticken, wenn 
die freie Nasenhalfte bei Bauchlage des 
Kindes in einem Kissen begraben ist. 

Es wird der Vorschlag gemacht, dass 
Pathologen bei der Obduktion von Neuge- 
borenen oder von Saduglingen im Alter bis 
zu fiinf Monaten, die einen unerklarten 
Erstickungstod gestorben sind, die Unter- 
suchung auf die hinteren Nasenginge aus- 
dehnen. Ferner sollte der Pathologe in 
solchen Fallen zwischen den terminalen 
mikroskopischen Krankheitsverdinderun- 
gen und der primaren Todesursache unter- 
scheiden. 


Es wird betont, dass der Geburtshelfer, 
der Kinderarzt und der Narkotiseur an die 
Moglichkeit eines doppelseitigen Ver- 
schlusses der hinteren Nasengange in allen 
Fallen von Erstickung eines Neugeborenen 
denken miissen. Statistische Aemter wer- 
den angeregt, in ihre Formulare unter der 
Rubrik “Sdauglingstod durch Erstickung” 
die Diagnose Verschluss der hinteren 
Nasenoffnungen aufzunehmen. 

Die Aerzteschaft wird zu weiterer For- 
schungsarbeit auf diesem Gebiet aufge- 
fordert. 

Die Arbeit stiitzt sich im wesentlichen 
auf die Berichte von Otto und Ronaldson 
und auf die eigene Ueberzeugung des Ver- 
fassers, dass der hintere Nasenhohlenver- 
schluss fiir viele Falle von Sauglingser- 
stickung verantwortlich ist. 


RESUMEN 


Se presenta la atresia de las narinas 
posteriores, bilateral 6 unilateral, como un 
problema que debe tratarse y considerarse 
por la profesi6én. 

Se discute el diagnéstico y tratamiento 
de la atresia bilateral de las narinas pos- 
teriores junto con la atresia unilateral. 

Se presenta también la evidencia que 
demuestra la relaci6n entre una anomalia 
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congénita, la atresia de las narinas poste- 
riores y la asfixia. 

El autor explica porqué muchos de los 
nifos con atresia bilateral de las narinas 
posteriores mueren al nacer si este padeci- 
miento no es reconocido. Los nifios hasta 
cinco meses de edad con atresia unilateral 
de las narinas posteriores pueden morir 
de sofocacién si la narina permeable es 
obstruida completamente por una almo- 
hada, permaneciendo con la cara hacia 
abajo. 

Se hace la sugerencia de que el anatomo- 
patologo incluya el examen de las narinas 
posteriores en la autopsia de todos los casos 
de asfixia neonatorum, asi como en todos 
los casos de nifios hasta cinco meses de 
edad que han muerto misteriosamente de 
sofocacion. Se hace también la sugerencia 
de que el anatomopatoélogo diferencia en- 
tres los cambios patol6égicos microscépicos 
terminales y la causa primaria de la muer- 
te en estos casos. 

Se hace notar que el tocélogo, pediatra 
y anestesista deben tener en cuenta la posi- 
bilidad de la presencia de una atresia bilat- 
eral de las narinas posteriores en todos los 
casos de asfixia neonatorum. Se aconseja 
a las agencias de estadistica el incluir la 
atresia de las narinas posteriores en su 
tabulacion bajo el titulo de “‘nifos muertos 
por sofocacion.” 

Se sugiere que la profesién médica 
realice investigaciones posteriores sobre el 
tema. 

La presentacion del autor se basa pri- 
mariamente sobre el trabajo comunicado 
por Otto y Ronaldson y sobre su propia 
conviccion de que la atresia de las narinas 
posteriores puede ser responsable de la as- 
fixia de los nifios en muchos de los casos. 


RIASSUNTO 


Il problema dell’atresia, mono- e bilater- 
ale, delle fosse nasali posteriore deve es- 
sere ben conosciuto da coloro che si danno 
all’esercizio professionale. Vengono discus- 
se diagnosi e terapia dell’atresia mono— e 
bilaterale delle fosse nasali posteriori. 
Vengono anche presentati dati che dimo- 
strano la relazione che corre fra una 
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anomalia congenita, lo stato patologico in 
questione e l’asfissia. L’autore spiega per- 
ché un neonato portatore di un’atresia 
bilaterale delle fosse nasali posteriori, pos- 
sa morire all’atto stesso della nascita 
qualora lo stato patologico non venga diag- 
nosticato. Infatti sui 5 mesi d’eta con 
atresia monolaterale delle fosse nasali pos- 
teriori possono morire soffocati se vengano 
posti bocconi su un guanciale e la narice 
libera, di conseguenza, si occluda. Si ritiene 
pertanto necessario che l’anatomo-patologo 
esamini anche le fosse nasali posteriori nel 
corso di autopsie di neonati morti d’asfis- 
sia e di lattanti sui 5 mesi morti nispiega- 
bilmente per soffocazione. Si raccomanda 
ad ostetrici, pediatri ed anestesisti di tener 
presente la possibilita dell’esistenza di un- 
‘atresia mono-— o bilaterale delle fosse na- 
sali posteriori in ogni caso di asfissia dei 
neonati. E si consigliano gli Istituti di 
statistica di includere l’atresia delle fosse 
nasali posteriori fra le ‘“‘cause di morte dei 
neonati per soffocazione.” Si ritengono 
utili ulteriori studi e ricerche su tale argo- 
mento. II] lavoro dell‘autore si basa princi- 
palmente sull’esperienza di Otto e Ronald- 
son, ed anche sulla propria convinzione 
che un gran numero di casi asfissia dei 
neonati, sia dovuto all’tresia delle fosse 
nasali posteriori. 
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For guidance we have the advice of St. Paul: to prove all things and 
hold fast that which is good. And the spirit of this counsel should pervade 
our attitude to surgery; the spirit, and not the letter, for if we try all 
things, we will do a great deal of harm to our patients in finding that 
which is good. Ingenuity, courage, and unconventionality are admirable 
qualities in a surgeon so long as they are not practised on others. Therefore, 
before we try any new idea, we must first ask ourselves: ‘Is it reasonable? 
Has it a scientific basis? Is it safe enough to try on a patient, or should I 
first try it on myself, or in the laboratory? Has it, or anything similar, 
been done before, from which I can judge the chances of success or failure? 
If it has failed in the past, was failure due to a fault inherent in the method, 
or because some factor making for safety or success was unknown to the 


man who carried it out?’ 
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States have the impression that the 
incidence of acute appendicitis is on 
the wane, since fewer cases have been en- 
countered by these practitioners. In order 
to determine whether this impression is 
true, a study was made of the number of 
cases of acute appendicitis created by 
operation at Mount Sinai Hospital in Chi- 
cago during the past fourteen years. 
Mount Sinai is a general medical and sur- 
gical hospital with approximately 300 
beds, having several surgeons on the staff. 
The category “acute appendicitis” was 
taken to include acute catarrhal, suppura- 
tive and gangrenous appendicitis, with 
and without perforation. The number of 
operative cases of acute appendicitis was 
compared to the total number of patients 
admitted and the resultant percentages 
determined. The average percentage over 
the fourteen-year period was 1.32. The 
number of admissions to the hospital had 
risen during the period, whereas the num- 
ber of cases of operative acute appendi- 
citis did not. Relatively, there appears to 
be a gradual percentage decrease of oper- 
ations for appendicitis, particularly in 
the period from 1940 through 1949. In 
1939, 1940 and 1941 there was a higher 
relative incidence than in other years. In 
1944, 1945 and 1951 there was a percentile 
rise above the average. These results are 
shown in Table 1. 

The number of cases of acute appendi- 
citis was then compared with the total 
number of major general surgical opera- 
tions performed each year at Mount Sinai 
Hospital. There was an overall increase 
in the number of major general surgical 
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operations except for the years 1944, 1945 
and 1946, but this is what one would ex- 
pect with the increase in admissions and 
the broadened scope of surgical treatment. 
The average percentage of the major gen- 
eral surgical operations for acutely diseased 
appendices was 5.80. In 1945 and 1951 
there was a slight rise above the average. 
As compared to the number of general 
surgical operations performed, it appears 
that the number of cases of acute appen- 
dicitis treated by operation is not increas- 
ing proportionately; in fact, the relative 
percentile incidence of acute appendicitis 
is gradually decreasing (Table 2). Each 
year since 1939, a greater percentage of 
the total number of appendices removed 
(including both pathologic appendices and 
those removed incidentally in some other 
procedure) have been acutely diseased, 
substantial elevations occurring from 
1950 forward. 


COMMENT 


The appendix is a nonsterile organ hav- 
ing the same flora as the surrounding 


TABLE 1.—Number of Cases of Acute Appendi- 
citis, Surgically Treated, as Against the Total 
Number of Admissions 

Total Number of Cases of Percentage of 








Year Admissions Acute Appendicitis Admissions 
1939 7,268 130 1.79 
1940 7.052 139 1.97 
1941 7,343 129 1.76 
1942 9,013 110 22 
1943 8,741 101 1.16 
1944 9,206 139 1.51 
1945 8,284 124 1.5 
1946 8,838 102 1.15 
1947 10,206 120 Lay 
1948 10,984 119 1.08 
1949 12,032 123 1.02 
1950 11,953 135 1.13 
1951 12,797 192 1.5 
1952 13,086 148 1.13 
Average 9,772 129 1.32 
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TABLE 2.—Number of Cases of Acute Appendi- 
citis, Surgically Treated, Compared with Number 
of Major General Surgical Operations 


Number of Total Number Percentage 
Major General of Acute of Major General 
Year Surgical Operations Appendicitis Surgical Operations 








1939 1,393 130 9.33 
1940 1,445 139 9.62 
1941 1,854 129 6.96 
1942 1,945 110 5.66 
1943 2,032 101 4.97 
1944 2,326 139 5.98 
1945 1,907 124 6.5 
1946 1,985 102 5.14 
1947 2,131 120 5.63 
1948 2,398 119 4.96 
1949 2,654 123 4.63 
1950 2,759 135 4.89 
1951 3,125 192 6.14 
1952 3,259 148 4.54 
Average 2,229 129 5.80 
bowel. The normal appendix has peris- 


talsis and secretes mucus. The obstruc- 
tive theory of initiation of acute appendi- 
citis is well known. Impairment of. the 
blood supply resulting from obstruction, 
causes loss of oxygen in the tissue, mak- 
ing it prone to bacterial invasion. Since 
the appendiceal artery is an end artery, 
this process is not reversible after it has 
reached a certain point, and if it is not 
interfered with it may proceed to gan- 
grene. 

What factors play a role in the apparent 
relative decrease in the incidence of acute 
appendicitis at Mount Sinai Hospital? It 
is unlikely that the antibiotics and sulfa 
drugs prevent bacterial invasion after ob- 
struction of the appendiceal lumen has 
occurred, because the process of acute 
appendicitis has been shown to continue 
even when the patient is being given peni- 
cillin. Good diets and dietary education 
may enhance physical vitality, with a re- 
sultant decrease in spasm and better tonus 
of the bowel and blood vessels. The cause 
is not known. Perhaps several factors 
combined may act as a hidden prophylac- 
tic agent. In our opinion, diagnostic meas- 
ures have not changed or improved during 
the past fourteen years, so far as this dis- 
ease is concerned. The percentage of 
acutely diseased appendices removed, as 
compared to the total number of appen- 
dices removed, having shown substantial 
elevations during the past three years, 
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may indicate that patients with acute ap- 
pendicitis are being operated on earlier in 
the course of the disease, perhaps because 
the patient is better “educated” than for- 
merly and seeks his doctor earlier. 


SUMMARY 


The cases of acute appendicitis treated 
by operation at Mount Sinai Hospital in 
Chicago during the past fourteen years 
(1939-1952) have been studied and are 
compared with the total admissions, and 
the total number of major general sur- 
gical operations. The latter have in- 
creased, but the number of operative pa- 
tients with acute appendicitis has not 
increased proportionately. An increasing 
percentage of all appendices removed 
(pathologic and incidental) are acutely 
diseased, this percentage having been sub- 
stantially elevated during the past three 
years. 


CONCLUSIONS 


1. During the period 1939-1952 at 
Mount Sinai Hospital in Chicago, the num- 
ber of admissions and major general sur- 
gical operations has risen, but the number 
of acutely diseased appendices removed 
has not. 

2. The cause of this relative decrease 
in incidence is unknown. 


RESUMEN 


Se estudian y comparan con el total de 
admisiones y el numero de operaciones 
mayores los casos de apendicitis aguda tra- 
tados por operacion en el Hospital Monte 
Sinai de Chicago durante los tltimos cator- 
ce afios (1939-1952), habiendo aumentado 
el nimero de operaciones sin que el numero 
de pacientes con apendicitis aguda haya 
aumentado proporcionalmente. Un porcen- 
taje creciente de todos los apéndices ex- 
tirpados (patolégica é incidentalmente) se 
encontraron agudamente afectados, este 
porcentaje ha aumentado substancialmente 
durante los Ultimos tres afios. 
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Es liegt eine Analyse der in den letzten 
14 Jahren (1939-1952) im Mount-Sinai- 
Hospital in Chicago wegen akuter Blind- 
darmentziindung operierten Fille vor; das 
Verhaltnis des Materials zur Zahl der 
Gesamtaufnahmen und zur Anzahl saémt- 
licher grésserer chirurgischer Ejingriffe 
wird untersucht. Die Gesamtzahl grés- 
serer chirurgischer Ejingriffe lasst eine 
Zunahme erkennen, mit der das Anwach- 
sen er Zahl von Kranken mit akuter 
Blinddarmentziindung nicht Schritt gehal- 
ten hat. Der Prozentsatz akut erkrankter 
Wurmfortsatze unter dem Gesamtmaterial 
aller als krank oder gelegentlich resezier- 
ter Blinddarme ist besonders im Laufe der 
letzten drei Jahre erheblich angestiegen. 


RESUME 


Les auteurs ont étudié tous les cas 
d’appendicite aigué opérés au Mount Sinai 
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Hospital de Chicago durant les 14 der- 
niéres années (1939-1952). Statistique par 
rapport au nombre total des entrées et au 
nombre total des interventions majeures 
de chirurgie générale. Ces derniéres ont 
augmenté, mais la courbe des opérations 
pour appendicite aigué ne s’est pas élevée 
dans la méme proportion. Le pourcentage 
des décés aprés appendicectomie aigué 
s’est nettement accru au cours des trois 
derniéres années. 


RIASSUNTO 


Studio statistico dei casi di appendicite 
ricoverati e operati in 14 anni (1939-1952) 
al Mount Sinai Hospital di Chicago. II 
numero di tali casi non é cresciuto propor- 
zionalmente al numero totale dei ricoveri 
per altre affezioni. Sono aumentate, in- 
vece, negli ultimi 3 anni, le forme acute. 





The student of surgery must be grounded in a teaching that has the 
foundation of tradition, or, in other words, the continuous approval of the 
best minds of many years behind it; only when his feet have been thus 
firmly planted on the solid rock of accepted doctrine can he advance to 
greater heights along paths of his own discovery. But the practising sur- 
geon should contemplate change rather than immutability, for in the sim- 
mering theories of to-day are crystallizing the orthodoxies of to-morrow. 
Change is always with us, and it is interesting to look over the period of 
our own experience and to consider how far surgery has changed in that 
time, what have been the forces impelling those changes, and in what direc- 
tion they are likely to lead us in the immediate future. 
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—Ogilvie 














The Vitallium Sphere Prosthesis for Nonunion 
of the Navicular Bone 


JOHN W. METCALFE, M.D. 
CARLSBAD, CALIFORNIA 


OUNG men of military age are sub- 
Y ject to frequent trauma resulting in 

fracture of the carpal navicular bone. 
In a fall on the outstretched hand the ra- 
dial styloid acts as a chisel to fracture the 
waist of this bone. Early recognition of 
this fracture and prolonged immobilization 
result in union in a large percentage of 
cases, but all too frequently the fracture is 
not recognized or is inadequately treated 
and nonunion develops. 

In these cases there is progressive wid- 
ening of the fracture line, which in some 
cases appear to be pried apart by the 
wedge action of the radial styloid. Aseptic 
necrosis and/or cystic degeneration may 
supervene. Furthermore, aseptic necrosis 
is observed occasionally in the distal as 
well as in the proximal fragment. Over 
a period of years absorption, collapse, ra- 





Read at the annual meeting of the American Fracture 
Association, Riverside, California, Oct. 12-15, 1953. 
Submitted for publication March 1, 1954. 





dial deviation and traumatic arthritis oc- 
cur. This is the fate of untreated non- 
union of the navicular bone (Fig. 1). 

Prolonged cast immobilization may 
achieve union in some cases, but this does 
not preclude the delayed development of 
aseptic necrosis. Bone grafting of the na- 
vicular bone may achieve union, but it 
usually leaves a painful arthritic wrist. 
Wrist fusion after a long period in a cast 
provides a serviceable wrist, but at a sac- 
rifice of some wrist motion. Ostectomy 
alone may relieve pain, but it produces, 
uniformly, a weak wrist, because the sta- 
bilizing wrist tendons are left out of equili- 
brium. To prevent this weakness and to 
maintain motion, a vitallium sphere pros- 
thesis (Table 1) was developed by Fett 
as a replacement. 

With a tourniquet applied to the brachi- 
um, the hand is operated on under ischemic 
conditions. A curved incision is made 
from Lister’s tubercle, radically over the 





Fig. 2.—Artist’s sketch of vitallium sphere in place, showing relation to muscles, 
bones and ligaments. 
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TABLE 1.—Methods of Treatment and Their Results 

. Casting—prolonged morbidity 

. Bone peg—union? painful wrist 

. Wrist fusion—stiff wrist 

. Scaphoidectomy—weak wrist 

. Vitallium sphere implant—good function, short 
period of disability 


oF COD 


styloid process and distally over the “snuff- 
box.” A flap of joint capsule is detached 
from the radius and reflected distally. The 
navicular bone is identified lying adjacent 
to the radial styloid. After the multiple 
ligamentous attachments of the navicular 
bone have been dissected free, the bone is 
removed. Into its cavity a vitallium sphere 
is inserted, the size being determined by 
trial. Spheres with diameters of 12, 14 
and 16 mm. are available. When a snug 


= 
DYSFUNCTION 
DISABILITY 
ae Rapes 
HEALING <—————., ASEPTIC NECROSIS 
GOOD FUNCTION PROGRESSIVE 
NO DISABILITY DEFORMITY 
DISABILITY 


Fig. 1.—Explanatory diagram (see text). 
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Fig. 3 (Case 3).—A, nonunion, eight months old. B, postoperative roentgenogram. C, film taken 
three and one-half years after the operation. 


Excellent functional result; no disability. 


fit is obtained, a sphere one size smaller 
is used. The capsule is sutured over the 
sphere, and the wound is closed. An elastic 
bandage is used for a dressing. No cast 
is applied. Wrist motion is begun early, 
as after a ganglion excision. The patient 
may leave the hospital in a few days and 
is able to return to work within three or 
four weeks (Fig. 2). 

A review of 30 surgical cases within the 
last four years reveals that the average 
age of the fracture at the time of opera- 
tion was two and one-half years and that 
the average period of postoperative dis- 
ability was three and one-half weeks. One 
patient, with associated reflex sympathetic 
dystrophy, was improved by the operation 
combined with stellate block. In 1 patient 
who was followed up for three and one- 
half years, concurrent gouty arthritis de- 
veloped in the knee, but this did not affect 
the good function of the wrist. The aver- 
age patient showed normal range of pain- 
less motion within one month. None were 
made worse by the operation, and no sur- 
gical infections occurred (Table 2). 

The indications for this operation are: 


TARLE 2.—Review of 30 Cases 
Average fracture age—2)2 years 
Average period of postoperative disability—3%4 

weeks 


Complications: 
1. Dislocation (part of navicular remained) 
2. Reflex sympathetic dystrophy (improved after 
sphere arthroplasty) 
8. Gout (incidental) 
Conditions made worse—none 
Infections—none 
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(1) aseptic necrosis; (2) cystic degenera- 
tion; (3) fracture malunion; (4) localized 
traumatic arthritis, and (5) long-standing 
painful nonunion. 

It appears that this procedure has great 
merit in reducing the disability and mor- 
bidity incident to nonunion of the navicu- 
lar bone and its former treatment, and 
therefore should be more widely accepted 
in both military and civilian practice. 
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Fig. 4 (Case 4).—A, cystic degeneration two years old. Note wedge action of radial styloid. B, 
postoperati¥t condition. No disability. 


SUMMARY 


Indications for use of the vitallium 
sphere prosthesis in cases of nonunion of 
the carpal navicular bone are listed. They 
include (1) aseptic necrosis; (2) cystic 
degeneration; (3) malunion; (4) localized 
traumatic arthritis, and (5) long-standing 
painful nonunion. The technic of insertion 
of the prosthesis is described. 


Fig. 5 (Case 5).—A, nonunion, aseptic necrosis of distal fragment. B, postoperative film. Good 
function. 














RESUME 


L’auteur énumére les indications de la 
prothése en vitallium dans les cas de frac- 
ture du scaphoide: 

1. Nécrose aseptique 
Dégénérescence kystique 
. Pseudarthrose 
. Arthrite traumatique localisée 
. Pseudarthrose chronique douloureuse 
Description de la technique. 


oe oo 


RESUMEN 


Se enumeran los usos de la protesis es- 
férica de vitalium en los casos de falta de 
unién del hueso navicular del carpo, com- 
prendiendo: (1) Necrosis aséptica, (2) 
Degeneracion cistica, (3) Defecto de un- 
ién, (4) Artritis traumatica localizada y 
(5) Falta de unién larga y dolorosa. Se 
describe la técnica para la colocacion de la 
protesis. 
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Es werden die Indikationen zur Anwen- 
dung der kugligen Vitalliumprothese in 
Fallen von nicht heilenden Verletzungen 
des Kahnbeins des Handgelenks aufge- 
fiihrt. Dazu geho6ren: 

1. Aseptische Nekrose. 

2. Zystische Entartung. 

3. Schlecht verheilte Briiche. 

4. Umschriebene traumatische Gelenk- 
entziindung. 

5. Lange bestehende schmerzhafte nicht- 
heilende Briiche. 

Die Technik der Einsetzung der Pro- 
these wird beschrieben. 


RIASSUNTO 


Le indicazioni per l’impiego della sfera 
di vitallio sono le seguenti: necrosi aset- 
tica dell’osso navicolare, degenerazione cis- 
tica, difettosa fissazione, artrite trau- 
matic circroscritta, sin dromi dolorose. 
Viene prescritta la technica di applicazione 
della protesi. 


Of all our passions, that which is most unknown to ourselves is indo- 
lence. Although the injuries it causes are very imperceptible, no other 
passion is more ardent or more malignant. If we consider attentively its 
influence we shall see that on every occasion it renders itself master of 
our sentiments, our interests, and our pleasures; it is the remora which 
arrests the course of the largest vessels, a calm more dangerous to the 
most important affairs than rocks or tempests. The repose of indolence is 
a secret spell of the mind which suspends our most ardent pursuits and 


our firmest resolves. 





—La Rochefoucauld 
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Repair of Cleft Palate by the Bone Flap Method 


Group Evaluation of Cases 


LYNDON A. PEER, M.D., F.A.C.S., F.1.C.S., ROBERT 
HAGERTY, M.D., F. S. HOFFMEISTER, M.D., 
D.D.S., AND MICHAEL B. COLLITO, D.D.S. 


NEWARK, NEW JERSEY 


bas Hospital, Newark, N. J., we have 

emphasized the importance of growth 
studies in an effort to clarify the effect 
of early cleft palate operations on the de- 
velopment of the facial bone structure. We 
also tend to use the group method of diag- 
nosis and management for all types of de- 
formities in the field of plastic surgery as 
well as to harelip and cleft palate. 

Our Group consists of eight major de- 
partments as follows: Plastic Surgery, 
Speech Therapy, Psychology, Orthodontia, 
Dental Rehabilitation, Cephalometrics 


[: our Cleft Palate Group at St. Barna- 


(for growth studies) , Otolaryngology, and 
Pediatrics. Accessory services include 
Neurosurgery, Endocrinology, Psychiatry, 
Orthopedics and other specialties, accord- 
ing to the requirements of individual pa- 
tients. 


Surgery: 
Lyndon A. Peer, M.D., Attending Plas- 
tic Surgeon and Group Coordinator. 
St. Barnabas Hospital 


Pediatrics: 
Edward P. Duffy, Jr., M.D., Attending 
Pediatrician, St. Barnabas Hospital 





al , ie on ; 





Fig. 1.—A, psychology. Intelligence and social maturity determinations are made by individual tests. 
Mary’s intelligence is superior. Social maturity, low average. Recommendations: Stimulate group 
activities and have parents attend psychological aid sessions at the Center. B, orthodontia. Plaster 
dental casts are made which present details of the anatomy of the teeth, alveolar processes and 
palate. Recommendations: Early orthodontic management to correct relationship of alveolar bases. 
Establish ideal occlusion, C, cephalometrics. Standardized head plates evaluate growth changes in 
the facial skeleton. Development is measured from relatively fixed points within the skull and com- 
pared with similar measurements taken from the normal. Recommendations: Discrepancies exist in 
the anterio-posterio direction. 
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Otolaryngology: 

W. Franklin Keim, M.D., Attending 
Otolaryngologist, St. Barnabas Hos- 
pital 

Louise Fischer, M.D., Audiologist. St. 
Barnabas Hospital 

Orthodontia: 

Michael B. Collito, D.D.S., Associate of 
Tufts College Dental School and Tem- 
ple University Dental College 

Dentistry: 

Raymond A. Albray, D.D.S., Attending 
Dentist, St. Barnabas Hospital and 
Babies Hospital 

Speech: 

George W. Gens, Ph.D., Director of 
Speech Department, Newark State 
Teachers College 

Psychology: 

Mrs. Ruth P. Nevius, M.A., Psycholo- 

gist. 





Fig. 2.—A, complete single harelip deformity as- 


sociated with Type III cleft palate. B, same 
child at 4 years of age. Lip and palate have 
been repaired. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 





OCTOBER, 1954 


Harold S. Carlson, Ph.D., Upsala Col- 
lege, Consultant 


Social Service: 
Helen McDonald, Director, Social Serv- 
ice Department, St. Barnabas Hospi- 
tal 


All new patients above the age of 3 
years with cleft palates are processed 
throughout the Group and discussed in 
conference before any operation or other 
therapy is undertaken. We also recall pa- 
tients on whom we have operated for cleft 
palate and send them through the eight 
departments at yearly intervals. Each 
case is discussed individually in confer- 
ence, and treatment is determined by unan- 
imous agreement of the department heads. 

This paper contains a preliminary re- 
port of our results from the group study 
of 188 cases of cleft palate treated by op- 
eration. In 133 of these cases the bone flap 
method* of Warren Davis was employed; 
in 55, other methods were used (von 
Langenbach or modifications of this pro- 
cedure). 

Preliminary Summary of Results.— 
Age: The age at operation of the 133 pa- 
tients treated by the bone flap method 
varied from 1 to 21 years, as follows: 


ee aa aciasiccaaenias Realcianiabeiie 11 
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Type of Repair: In 12 of these cases the 
bone flap repairs were of Type I, involv- 
ing only the soft palate; in 39 cases, Type 
II, with the cleft extending through the 
hard palate; in 56 cases, Type III, and in 
26, Type IV, with bilateral cleft deformi- 
ties. 

Unintentional Fistulization in Bone 
Flap Repair: In 113 cases no fistulas oc- 
curred in the palates; in 9 there were 
small openings that did not affect func- 





*In about two thirds of the cases the repair was dene 
by the senior author (Dr. Peer); in the remaining one third 
the operations were performed by residents on the Service, 
using the same technic. 
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Fig. 3.—A, bilateral harelip deformity associated with Type IV cleft palate. B, same child at 5 years 
of age. Lip and palate have been repaired. 


tion, and in 11 cases there were moderate- 
ly large openings. We were unable to 
establish any relation between the pa- 
tient’s age at operation and the occur- 
rence of fistulas. 

Mobility of Soft Palate: The soft palates 


revealed their status as to mobility in the 
following distribution: 


REE EM RCP rt cttc ee ene eee 105 
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No reliable evidence..............................-- 10 


We were unable to make any signifi- 
cant correlation between the age at op- 
eration and the mobility of the palate. 

Lipiodol was sprayed through the nose 
and roentgen negatives taken with the 
palate at rest with the patient saying “ah” 
and with the patient making a sustained 
“s” sound. The minimum distance be- 
tween the soft palate and the posterior 
wall of the pharynx was measured from 
the roentgen negatives, and this distance 
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was correlated with the degree of nasality 
and speech distortion. 

Our evidence indicates that there is 
little, if any, nasality when this minimum 
distance between the soft palate and 
pharynx is not greater than 1 mm. with 
the patient making a sustained “s” sound. 
There is minor nasality when the distance 
is between 3 and 4 mm. and considerable 
nasality when it is 4 mm. or more. 

The mean distance in our series be- 
tween the soft palate and the posterior 
pharyngeal wall was 3.52 mm., with mod- 
erate nasality as a mean or average re- 
sult. In cases at the lower end of the 
series there was complete absence of na- 
sality (these are the ones we always re- 
member), but in cases at the upper end 
the nasality was marked. 

Growth of Facial Structure (Prelimi- 
nary Report): We examined 94 patients 
operated on by the Warren Davis bone 
flap method and 44 operated on by other 
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technics. Seven patients not operated on 
or operated on after the age of 14 were 
also studied cephalometrically. We used 
the same measurements that were em- 
ployed by Brodie and Slaughter. 

The 94 bone flap repairs in this group 
were as follows: 


aaa al 10 
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Type V (midline cleft) .......................--... 1 


About 75 per cent of the 94 patients 
were between 1 and 2 years of age at 
the time of operation. 

We were surprised to find that the ma- 
jority of patients in this series showed only 
minor retardation in the anterior pos- 
terior growth of the maxilla, but this was 
associated with considerable and definite 
underdevelopment of the mandible in the 
anterior posterior relationship. Our meas- 
urements also demonstrated that in many 
cases the ramus of the mandible was much 
shorter than the ramus in patients with- 
out the cleft palate deformity. Thus the 
characteristic picture in our series was 
that of a relatively stable maxilla associ- 
ated with a deficient mandible in both the 
anteroposterior and the vertical direction. 
Our orthodontist calls this the “pushed- 
out face,” expressing the opinion that it 
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is associated with the original defect 
rather than due to operative trauma. 


A smaller percentage of the patients in 
our series had the “pushed-in face” type 
of deformity. In their cases also the maxil- 
la was only slightly underdeveloped but 
the mandible was so grossly overdeveloped 
in the anteroposterior dimension that the 
maxilla appeared recessed. 


Observations in Other Departments.— 
Psychology: Our patients with cleft palate, 
as a group, had a mean intelligence quo- 
tient (Stanford-Binet) slightly higher 
than that of a comparable group of chil- 
dren without the deformity. 


Social maturity was low, which we at- 
tributed to the effect of imperfect speech 
and the concomitant harelip deformity on 
the adjustment of these children with 
their playmates. In most instances chil- 
dren become aware that they are different 
after entering school, usually in the first 
or second grade. This indicates the im- 
portance of doing everything possible to 
have these children at their best regarding 
speech and appearance before entering 
school. 


Orthodontia: Crowding and crossbite 
are typical malocclusions associated with 
cleft palate, whether operatively treated 











Fig. 4 (opposite).—Bone Flap Method of Repair (Warren Davis). A, B and C demonstrated first stage. 
A, drawing represents a wide complete cleft palate associated with a double harelip. The bony palate 
with its covering oral and nasal mucous membrane has been completely detached with a chisel and 
the incision extended backward to relax the soft palate. Note “safe” rim of bone, left, along alveolar 
margin to avoid injuring tooth buds. Dotted line to left demonstrates extent of incision. Wavy hori- 
zontal line represents outline of bony palate. B, both palatal flaps have been detached and a ribbon 
of iodoform gauze inserted beneath the flaps. C, the iodoform gauze is tied around the palatal flaps 
and left in place for about five days. The blood supply through the interior and posterior attach- 
ments is adequate for proper nourishment of the flaps but it is safer to delay suture of the palate for 
a period of two weeks. Diagrams A, B and C represent the first stage of the bone flap operation. 
If the base of the nasal septum is attached to one of the palatal flaps, this junction is separated 
with a chisel to permit mobilization of the bony palatal flap. D, two weeks after the first operation, 
the opposing margins of the palatal flaps are completely denuded of mucous membrane and the flaps 
relaxed at the sides so that apposition occurs without tension. Openings are made in the bony palate 
with a small hand drill and heavy black silk sutures inserted through these openings. When these 
sutures are tied, the freshened edges of mucous membrane and bone are accurately approximated. 
Since the sutures are inserted through bone, they do not tend to cut through and fall out. The soft 
palate is sutured in three layers; the nasal mucous membrane and muscle with triple 0 chromic cat- 
gut and the oral mucous membrane with silk. Iodoform gauze is tied around the palatal flaps for 
complete relaxation. Both the gauze and the sutures are left in place for two weeks. The openings 
at the sides always granulate and close without surgical assistance, This modified Warren Davis 
Bone Flap Method of repair provides a palate which is completely covered with oral and nasal mu- 
cous membrane. The presence of rigid bone in the front part of the repaired palate prevents an- 
terior contracture and shortening of the palate. 
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or not. Only 1 patient in 6 is free of mal- 
occlusion, which suggests the need for 
orthodontia regardless of the type of sur- 
gical repair. 

Neither crowding nor crossbite is re- 
lated to surgical trauma. Both are related, 
however, to the type of original defect, 
since the relative incidence of both de- 
formities increases sharply with the in- 
creasing severity of the original defect. 
Change of surgical technic cannot be 
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expected to affect the incidence of maloc- 
clusion. Age at operation does not affect 
either its incidence or its severity. 


Hearing: About 30 per cent of our chil- 
dren with cleft palates demonstrated hear- 
ing loss according to audiometer tests. 
This deafness was usually of the catarrhal 
type and was associated with a history of 
repeated colds and the presence of en- 
larged and often infected adenoids and 
tonsils. 
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Fig. 5.—Method of repair for old cleft palate which has been operated upon unsuccessfully. A, the 
opposing margins of the cleft are denuded and two small flaps of mucous membrane outlined to 
form the uvula. Dotted lines at sides are relaxation incisions which may extend through the pos- 
terior part of the bony palate when necessary for complete relaxation. B, palatal margins are su- 
tured together in three layers using triple 0 chromic catgut for the nasal mucous membrane and 
muscle and silk for the oral mucous membrane. Iodoform gauze is tied around the palatal flaps to 
relieve tension on the suture line. The ends of this gauze may be packed in the side opening to pre- 
vent bleeding. When considerable scar tissue is present from previous operations, it is advisable to 
do the repair in two separate stages two weeks apart. The two-stage procedure insures adequate 
blood supply for the palatal flaps. C, method of secondary repair for opening in the hard 
palate. C, dotted outlines at sides indicate relaxation incisions which extend down to the bone. The 
two muco-periosteal flaps are then freed from the underlying bone, the opposing margins of the 
opening are denuded and the flaps sutured together to close the defect. D, diagram shows the muco- 
periosteal flaps sutured together and a strip of iodoform gauze beneath the flaps. This strip of gauze 
is tied around the flaps to relieve tension on the suture line until healing has occurred. 
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Young children who do not hear well 
will not learn to speak well, and the child 
with a cleft palate and a significant hear- 
ing loss presents a serious problem. 

Our management has consisted of first 
attempting to immunize children against 
infections of the upper part of the respira- 
tory tract with vaccines and general pre- 
ventive measures. When this fails, we re- 
move the adenoids and tonsils. Patients 
who have established good speech before 
operation are not greatly affected; chil- 
dren who have poor speech before opera- 
tion are usually adversely affected by re- 
moval of the adenoids. 


CONCLUSIONS 


1. The authors emphasize the fact that 
this presentation is in the nature of a 
preliminary report and that later statisti- 
cal evaluations will be published, together 
with the factual data on which the sta- 
tistics are based. 

2. The lipoidol test for the adequacy of 
velopharyngeal closure after cleft palate 
repair appears to be a reliable test for 
the degree of nasality in the patient’s 
speech. When the distance between the 
soft palate and the posterior pharyngeal 
wall is not greater than 1 mm. there is 
little if any nasality.. As this distance in- 
creases nasality becames apparent. 

3. A study of 133 cases of repair by the 
bone flap method demonstrated an absence 
of palatal openings (fistulas) in 113 cases, 
small openings in 9 cases, and moderately 
large openings in 11 cases. 

4, Cephalometric study (growth study) 
of 94 cases in which the bone flap method 
was employed showed that the majority 
of patients had very minor retardation 
in the anterior-posterior growth of the 
maxilla (upper jaw), associated with con- 
siderable underdevelopment of the mandi- 
ble (lower jaw) in the anterior-posterior 
and vertical dimensions. 

5. A smaller percentage of patients had 
“pushed-in” faces. In these patients also 
the maxilla (upper jaw) was only slightly 
underdeveloped but the mandible (lower 


469 


PEER ET AL: CLEFT PALATE 


jaw) was grossly overdeveloped in the 
anterior-posterior dimension, so that the 
maxilla appeared to be recessed. It ap- 
pears that these abnormalities in the 
growth of the mandible are associated 
with the cleft palate deformity rather 
than operative trauma or age at operation. 
Therefore, it appears advisable to operate 
on children with cleft palates at 14 to 18 
months of age, before they begin to speak. 
In our series, patients who were operated 
on before they began to speak had less 
nasality than did those who had their cleft 
palates closed after they had learned to 
speak. 

6. Crowding and crossbite are typical 
malocclusions associated with cleft palate, 
whether or not the latter is treated by 
operation. Neither crowding nor crossbite 
is related to surgical trauma. Both, how- 
ever, are related to the type of original 
defect, since the incidence of both in- 
creases with the severity of the original 
defect. 

7. In this series, the mean intelligence 
quotient (Stanford-Binet) was _ slightly 
higher than that of a comparable group 
of children without cleft palates. The 
mean social maturity of the patients, how- 
ever, was low. 

8. About 30 per cent of the patients 
with cleft palates had hearing loss accord- 
ing to audiometric tests. This deafness 
was usually of the catarrhal type associ- 
ated with enlarged adenoids and tonsils. 


SCHLUSSFOLGERUNGEN 


1. Die Verfasser betonen, dass die vor- 
liegende Arbeit einen vorliufigen Bericht 
darstellt, und dass statistische Auswer- 
tungen sowie die Daten, auf denen sie be- 
ruhen, spater erscheinen werden. 

2. Die Lipiodolprobe zur Bestimmung 
der Zulanglichkeit des velopharyngealen 
Verschlusses nach Wolfsrachenoperatio- 
nen eignet sich offenbar gut zur Bestim- 
mung des Grades der Nasalitat in der 
Sprache des Kranken, Wenn der Abstand 
zwischen dem weichen Gaumen und der 
hinteren Rachenwand nicht groésser als 








ein Millimeter ist, ist die Nasalitét, wenn 
iiberhaupt vorhanden, nur gering. Ver- 
groéssert sich der Abstand, macht sich 
Nasalitat bemerkbar. 

3. Eine Untersuchung von 133 mittels 
der Knochenlappenmethode operierten 
Fallen ergab die Abwesenheit von Gau- 
menoffnungen (Fisteln) bei 118 Kranken, 
kleine Oeffnungen in 9 Fallen und massig 
grosse Oeffnungen in 11 Fallen. 

4. Schidelmessungen (Wachstumsunter- 
suchungen) an 94 Fallen, an denen die 
Knochenlappenmethode ausgefiihrt wor- 
den war, ergaben, dass die Mehrzahl der 
Kranken nur geringe Verzégerungen im 
anteroposterioren Wachstum des Oberkie- 
fers mit betrachtlicher Unterentwicklung 
des Unterkiefers in anteroposteriorer und 
vertikaler Richtung aufwiesen. 


5. Ein kleiner Prozentsatz der Kranken 
zeigte ein “eingestossenes” Gesicht. Auch 
bei ihnen war der Oberkiefer nur wenig, 
der Unterkiefer aber in anteroposteriorer 
Richtung stark unterentwickelt, sodass 
der Kiefer zuriickgeschoben erschien. Of- 
fenbar sind diese Wachstumsst6rungen 
des Unterkiefers mit dem Wolfsrachen 
verkniipft und hangen wohl weniger von 
dem operativen Eingriff oder vom Alter 
des Kranken bei der Operation ab. Daher 
erscheint es ratsam, Kinder mit Wolfs- 
rachen im Alter von 14 bis 18 Monaten, 
bevor sie anfangen zu sprechen, zu ope- 
rieren. In unserer Krankenserie zeigten 
die Kinder, die, bevor sie anfingen zu 
sprechen, operiert wurden, geringere Na- 
salitat als die, bei denen der Wolfsrachen 
geschlossen wurde, nachdem sie sprechen 
gelernt hatten. 

6. Zusammendrangen der Zahne und 
Bissverinderungen sind typische mit 
Wolfsrachen einhergehende Kieferschlub- 
stérungen, gleichgiiltig ob eine Operation 
vorgenommen wurde oder nicht. Die 
Stérungen sind vom chirurgischen Trau- 
ma unabhingig, stehen aber in Beziehung 
zu der Form der urspriinglichen Miss- 
bildung, da ihr Haufigkeit mit der Schwere 
der urspriinglichen Missbildung zunimmt. 


7. In der hier veréffentlichten Serie war 
der Intelligenzquotient (Stanford-Binet) 
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etwas hoher als bei einer Vergleichsgruppe 
von Kindern ohne Wolfsrachen. Die durch- 
schnittliche soziale Reife der Kranken 
hingegen war gering. 

8. Etwa 30% der Kranken mit Wolfs- 
rachen hatten nach audiometrischen Un- 
tersuchungen Gehorsverlust aufzuweisen. 
Die Taubheit beruhte gewodhnlich auf 
katarrhalen Veranderungen, die mit einer 
Vergrésserung des adenoiden Gewebes 
und der Mandeln einhergingen. 


CONCLUSIONES 


1. El autor hace notar el hecho, de que 
esta presentaci6n es de naturaleza prelimi- 
nar y de que se publicaran en el futuro 
valoraciones estadisticas posteriores jun- 
to con los hechos en los cuales estan basa- 
das. 

2. La prueba con lipiodol para el cierre 
adecuado del velo faringeo después de la 
reparaciOn de hendidura palatina, parece 
ser una prueba de confianza para el grado 
de rinolalia en el paciente. Cuando la 
distancia entre el paladar suave y la pared 
posterior de la faringe no es mayor de 1 
mm., no existe 6 bien existe poca rinolalia. 
Conforme esta distancia aumenta la rino- 
lalia se vuelve aparente. 

3. Un estudio de 113 casos de repara- 
cién por el método del colgajo 6seo, de- 
mostré ausencia de aberturas palatinas 
(fistulas) en 113 casos, pequefias abertu- 
ras en 9 casos y aberturas moderadamente 
grandes en 11 casos. 

4. El estudio cefalométrico (estudio de 
crecimiento), de 94 casos en los cuales se 
uso el método del colgajo é6seo, mostr6é que 
la gran mayoria de los pacientes tienen 
retardo minimo en el crecimiento antero- 
posterior del maxilar superior, asociado 
con falta de desarrollo considerable de la 
mandibula (maxilar inferior) en las di- 
mensiones antero-posterior y vertical. 

5. Un porcentaje menor de pacientes, 
presentaron caras “hundidas.” En estos 
pacientes, también el maxilar superior 
estaba muy ligeramente subdesarrollado, 
en tanto la mandibula (maxilar inferior) 
estaba subdesarrollada grandemente en la 
dimensién antero-posterior, de manera que 
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la mandibula parecia escondida. Parece, 
que estas anomalias en el crecimiento man- 
dibular estan asociadas con la deformidad 
palatina mas que con el trauma operatorio 
6 la edad en la que se practica la opera- 
cién. Por sonsiguiente, parece aconsejable 
operar en nifos con hendiduras palatinas 
de los 14 a los 18 mesesde edad, antes de 
que empiezen a hablar. En nuestras se- 
ries, los pacientes que fueron operados 
antes de empezar a hablar, tuvieron me- 
nos rinolalia que aquellos cuyos paladares 
fueron cerrados después de haber apren- 
dido a hablar. 

6. Voz vitonal y maticacién defiectuosa, 
son oclusiones defectuosas, asociadas tipi- 
camente con hendidura palatina, haya 
sido 6 no tratada por operacion. No estan 
relacionados al trauma quirtrgico. Sin 
embargo, estan relacionados al tipo de de- 
fecto original, ya que su incidencia au- 
menta con la gravedad del defecto original. 

7. En estas series, el coeficiente de in- 
teligencia promedio (Stanford-Binet) fué 
ligeramente mas alto que el de un grupo 
comparable de nifios sin hendidura pala- 
tina. Sin embargo, el promedio de ma- 
durez social fué baja. 

8. Un 30 por ciento de los pacientes con 
hendidura palatina, tuvieron pérdida de 
la audicién, de acuerdo con pruebas audio- 
métricas. Esta sordera fué usualmente de 
tipo catarral asociada con adenoides y 
amigdalas hipertrofiadas. 


CONCLUSOES 


1. Os autores salientam o fato de que 
a apresentacao deve sér a base de qualquer 
trabalho médico, vindo em seguida uma 
apreciacéo acérca da estatistica, junta- 
mente com os fatos nos quais foi a mesma 
fundamentada. 

2. Sugere que o lipiodol deve servir 
como prova para availacéo do grau de 
nasalidade na voz dos pacientes operados 
de véu palatino, tecendo comentarios s0- 
bre a extensao da plastica e a incidencia 
de nasalidade que é fator desta. 

3. Em 133 casos operados, revela o 
autor excelentes resultados em 113 doen- 
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tes, pequenas deiscencias em 9 casos, e 
fendas mais pronunciadas em 11. 

4, Foi feito exame cefalometrice em 94 
doentes, com interessantes revelacées. 


5. Pequena porcentagem de outras de- 
formidades foi verificada nésses doentes. 
Oa estatistica dos autéres, os doentes ope- 
rados antes de comecarem a falar, isto é, 
entre os 14 e os 18 méses, verificou-se 
menor nasalidade posterior do que naqué- 
les operados apoés a parlacao. 

6. Tecem comentarios sébre a natureza 
de outras malformacées que acompanham 
a fenda palatina, e a origem do seu desen- 
volvimento. 

7. Concluem, baseado em suas observa- 
cdes, que 0 nivel de inteligencia dos doentes 
é ligeiramente mais elevado que um nu- 
mero comparado de meninos que nao pos- 
suiam tal deformidade. Todavia, frizam, 
0 nivel social na maturidade désses paci- 
entes é mais baixo. 

8. Cerca de 30% de doentes portad6res 
de fenda palatina, demonstram diminui- 
cao de audicao segundo os testes audi- 
metricos. Explica-se tal fate por pertur- 
bagdes adenoidianas e amigdalianas. 


RIASSUNTO 


1. Gli autori sottolineano il fatto che 
il lavoro ha il carattere di una nota pre- 
liminare e che pit tardi verranno pubbli- 
cate le conclusioni statistiche assieme ai 
dati su cui sono basate. 

2. Il lipiodol pud fornire dati assai 
attendibili sul grado di nasalita della voce 
in pazienti operati per palatoschisi: quan- 
do, infatti, la distanza fra palato molle e 
parete posteriore della faringe non é pil 
grande di 1 mm. non c’é tono nasale o 
ce neé poco. Man mano invece che tale 
distanza crece comincia a manifestarsi la 
nasalita. 

8. Una revisione di 133 casi operati di 
plastica del palato con lembo osseo ha di- 
mostrato assenza di fistole il 113 casi, 
fistde di piccolo calibro in 9 casi, di calibro 
abbastanza grande in 11 casi. 

4. Studi craniometrici condotti su 94 
casi operati di plastica del palato con 








lembo osseo hanno mostrato che la mag- 
gioranza dei pazienti hanno un piccolo 
ritardo di accrescimento del mascellare 
superiore in osenso antore-posteriore, as- 
sociato ad una notevole ipoplasia della 
mandibola sia nel senso antero-posteriore 
che in quello verticale? 

5. In una piccola percentuale di pazienti 
il mascellare superiore aveva pure subito 
un piccolo ritardo d’accrescimento, mentre 
la mandibola era fortemente ipoplasica in 
senso antero-posteriore. Sembra che tale 
malformazione della mandibola sia associ- 
ata colla palatoschisi. Percid é consiglia- 
bile operare i bambini affetti da palato- 
schisi alla eta di 14-18 mesi, prima che 
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comincino a parlare. Nella nostra casisti- 
ca, le voci dei pazienti operati prima che 
cominciassero a parlare, erano meno na- 
sali, mentre lo erano assai di pit le voci 
di quelli operati quando gia avevano im- 
parato a parlare, 

6. In questa serie di pazienti il paziente 
d’intelligenza (Stanford-Binet) fu di poco 
maggiore di quello di un gruppo di bimbi 
senza palatoschisi, ma il grado di maturita 
sociale, veceversa, fu basso. 

7. Circa il 30 per cento di pazienti affetti 
da palatoschisi avevano pure diminuzioni 
dell’udito, di solito in rapporto coi fatti 
catarrali dipendenti da ipertrofia delle 
tonsille e delle adenoidi. 


Rutherford Morison is honoured everywhere in the world. He was 
great by any definition, because he excelled alike in those qualities of the 
head, the hand, and particularly of the heart that make for greatness in 
surgery. He was, perhaps, fortunate in that, being endowed with a great 
brain, he was not subjected to any system of education such as we are plan- 
ning to-day for the surgeons of the future, designed to mould them to our 


own conception of the ideal surgeon. 


He educated himself, and he spent 


his early years in general practice, where he gained that intimate insight 
into human nature that was one of his most endearing characteristics. Hav- 
ing entered surgery, he became and remained through life a student of 
pathology. Of his manual skill many can speak with greater authority than 


I, but as an operator he was ahead of his time. 


He will, perhaps, be re- 


membered best by his operation for ascites and by the right kidney pouch 
which bears his name, but he was also a pioneer in operations for cancer 
of the breast, in the dissection of cervical glands, and in gastrectomy. He 
remained through life a great practical surgeon, careful in undertaking, 
thorough in performance. Rutherford Morison excelled in qualities of the 
heart. His teaching was human, vivid, and personal, based on his knowl- 
edge and love of the Tynesiders who were his patients and his students. 
He taught in general principles, which the problem in hand was used to il- 
lustrate. And because he was a great man as well as a great surgeon, he 
handed on the spirit as well as the letter of his creed, and became the 
greatest disseminator of surgical thought and the greatest maker of surgeons 


within living memory. 





—Ogilvie 
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Reconstruction of the Ear with Semilunar Knee 


Cartilage Preserved by Deep Freezing 


Preliminary Report 


L. H. BACKUS, M.D. 
BUFFALO, NEW YORK 


ily admit that the problem of recon- 

structing the auricle is one to test 
the ultimate skill and technic of the sur- 
geon. The dilemma is that it is difficult 
to get consecutive good results in a series 
of cases by any of the methods at present 
available. It appears that the experience 
of the operating surgeon is more impor- 
tant than the method used. 

Gilles observed in 1937 that the study 
of one’s own and other surgeons’ actual 
results reveals unanimous disappointment 
in the cosmetic results obtained. This 
holds true today. 

The problem is, Can an ear be built 
that is presentable and satisfying to the 
patient, in a limited number of operative 
procedures ? 

The various methods described by 
Davis (1929), Lockwood, Beck, Pierce 
(1980), New (1931), Gilles (1987), 
Brown, Peer (1947) and the various sub- 
stances employed, which include ivory, 
steel, silver, gold, tantalum, paraffin, rub- 
ber, wood, glass, resins, acrylics, bone and 
cartilages, are the basis of present-day 
concepts. 

Cartilage stands out as the material 
that fulfills the most demands in the great- 
est number of cases. The arguments in 
favor of autogenous cartilage over pre- 
served cartilage are still in progress, but, 
by common usage in an ever-increasing 
number of successful cases, preserved car- 
tilage is being accepted and used routinely. 
Hyaline cartilage has the widest range of 
usefulness, because of its availability in 
quantity from the costal cartilages. Other 
varieties of cartilage are of the fibrocar- 
tilagenous type, which, when the connec- 
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tive tissue fibers are of a white variety, 
is termed white fibrocartilage and when 
they are yellow is termed elastic fibrocar- 
tilage. The semilunar cartilages belong 
to the last-mentioned group. All types 
have been implanted successfully. 

Philip D. Wilson in 1946, in the Hospital 
of Special Surgery in New York City, 
started the first deep freeze project for 
preservation of homogenous bone. The 
principles of rapid freezing are of para- 
mount importance in the protection of cel- 
lular integrity. If cooling is slow, the 
water and salts separate and cells are 
destroyed by the formation of large ice 
crystals. It is to be emphasized that im- 
mediate freezing is of great importance; 
it defeats possible contamination by room 
bacteria, and if it is completed within one- 
half hour cellular integrity is almost al- 
ways maintained. It is of interest to note 
that commercial fisheries report that fish 
frozen on leaving the water can live and 
swim again months later if they are care- 
fully thawed. Experience has shown that 
the best temperature at which to freeze 
bone lies between 30 and 40 C. 

Resistance of pathogenic bacteria to 
cold is variable. Bacillus pyocyaneus can 
resist a temperature of —75 degrees; ba- 
cillus tuberculosis, a temperature of —200 
degrees. Treponema can regain its mobil- 
ity and virulence after four months’ pres- 
ervation at —78 degrees. Staphylococci 
held at —30 degrees resumed growth with 
normal virulence after the lapse of months. 
On the other hand, the vitality of Bacillus 
coli and Bacillus typhus is reduced by cold, 
and all bacteria, even if unharmed, cease 
to grow when in contact with cold. 

J. J. Herbert has advised storage in 
sealed glass tubes placed directly in a 














freezing liquid—ethyl glycol and water. 
Freezing occurs more rapidly if conduc- 
tion is by a fluid than if it is by air. 

O’Connor, in 1938, in collaboration with 
Pierce, suggested merthiolate preservation 
of rib cartilage at refrigerated tempera- 
tures. This method has won wide accept- 
ance and represents a considerable con- 
tribution to plastic surgery. Emphasis on 
sterile procurement and immediate freez- 
ing prior to cleaning perichondrial carti- 
lage was advocated. 

The chief disadvantages in the use of 
preserved cartilage are that there is more 
absorption than with fresh autotransplants 
and more reaction in the recipient tissues, 
caused by the preservative used. Brown in 
1940 suggested that preservation of car- 
tilage by freezing might be preferable to 
the merthiolate saline method if a good 
source of sterile cartilage could be found. 
With the establishment of cartilage banks 
in most large plastic services, standardiza- 
tion of methods of procuring, and preser- 
vation with careful bacteriologic control, 
a constant source of material has been 
made available which has proved highly 
satisfactory and economical. 

With the advent of the bone bank and 
deep freeze preservation, a sterile source 
of semilunar knee cartilage was made 
available. At the time of an amputation 
or an operation on the knee joint, individ- 
ual jars are supplied to receive the sem- 
ilunar cartilages, which are placed directly 
in the deep freeze at —40 C. Cultures are 
taken at weekly intervals, and the carti- 
lage is ready for use after four sterile cul- 
tures (Wilson). 

The technics of ear reconstruction vary 
the country over, but all embody essen- 
tially the insertion of cartilage under the 
preauricular skin and the subsequent es- 
tablishment of a postauricular sulcus by 
skin grafting. Both the use of a large 
block of preserved cartilage (Aufricht), 
with subsequent carving out of the ana- 
tomic relation, and the use of detailed 
metal molds filled with diced cartilage and 
buried in the anterior abdominal wall un- 
til, at a later date, the cartilage replica 
can be inserted beneath the preauricular 
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skin (Peer) are recognized as progressive, 
but both methods fail to maintain the de- 
tails of auricular form, owing to the fact 
that the skin does not adhere exactly. The 
use of skin tube pedicles in reconstructing 
the helix has failed to deliver consistently 
good cosmetic results. 

I have been privileged to see many re- 
constructed ears in the various clinics and 
must admit that they look fairly good; but 
the best ones were those achieved by Stef- 
fenson at Grand Rapids. He advocates 
maintenance of the postauricular sulcus 
by the use of a bipolar or unipolar full 
thickness skin flap from the mastoid re- 
gion, with free skin grafts to the remain- 
ing raw surfaces and the insertion of a 
previously carved hinged cartilage which 
provides a finely shaped auricle with an 
excellent postauricular angle. 

In a personal communication, O’Connor 
stated that he has used merthiolate-pre- 
served knee cartilage with success. It is 
to be noted that semilunar knee cartilage 
provides a normal curved shape, especially 
for the upper pole of the ear. If one com- 
bines two fractured semilunar cartilages 
or lays a fractured cartilage on the upper 
pole of a complete one, a reasonable fac- 
simile of an auricle can be obtained. It 
must be admitted that no effort to effect 
the fine anatomic design has been at- 
tempted, as the preauricular skin will not 
follow closely in healing. An attempt has 
been made to create the skin pocket a bit 
too small, so that an accentuated curve is 
produced in the semilunar cartilage by 
stress warping. M. A. MacConnaill of 
Ireland stated that collagenous fibers of 
hyaline articular cartilage are arranged 
in bundles, which is probably the conse- 
quence of the strains to which the carti- 
lage is subjected during postnatal develop- 
ment. He suggested a Law of Collageniza- 
tion: As iron filings are to a magnetic 
field, so are collagenous fibers to a tension 
field. 

It is suggested that these naturally 
shaped cartilages provide elasticity and 
flexibility beyond that of costal hyaline 
cartilage. Their reaction to infection is 
equal to that of other forms. Special tech- 
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nical details in applying the postauricular 
skin graft to the preauricular skin. The 
choncal area serves as the bed on which 
one places the skin graft, thus achieving 
depth of choncal area and thinness of 
auricle. Planned skin folds to simulate the 
antihelix and the triangular fossa are ele- 
vated and maintained by mattress sutures. 
The result is healing of the skin ridges 
without cartilagenous support, which in 
relief give accentuated shadow lines of con- 
formation. 

It has been my experience that deep- 
frozen semilunar fibrocartilage causes min- 
imal reaction. When such cartilage is 
placed under an anterior auricular skin 
thinned sufficiently in a small pocket, an 
auricle is created that has a more earlike 
feeling, is softer and more flexible and 
presents a fair ear contour. Patients have 
not complained so much in extremely cold 
weather and have no discomfort when ly- 
ing on the reconstructed ear. 

Success in handling this type of carti- 
lage inlay is enhanced if a postoperative 
pressure dressing of moist cotton accu- 
rately molded to the newly established 
contours is maintained in place for at least 
ten days. It forms a splint on drying and 
is a most satisfactory dressing. 

A combination of cartilage preserved in 
merthiolate-saline and semilunar cartilage 
preserved by deep freezing has been used 
without reaction, a softer rolled upper pole 
being created. It has been my practice to 
insert semilunar cartilage without any at- 
tempt at reconstruction of the helix by a 
tubed pedicle, and, though the end result 
is not perfect, it is acceptable, and the 
number of procedures is kept to three or 
four. In some cases a “setback” procedure 
has been performed on the normal ear, the 
full thickness of skin being placed in the 
postauricular sulcus and the upper pole 
area of the reconstructed ear, thus creat- 
ing a satisfactory bilateral appearance. 


SUMMARY 


This preliminary report is presented 
with the hope that it may be incorporated 
into the armamentarium of plastic surgery 
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BACKUS: EAR RECONSTRUCTION 


as another method to be used toward the 
ultimate improvement of ear reconstruc- 
tion. Deep freezing provides a direct basic 
method of sterile preservation, and the 
menisci lend themselves readily to this 
type of reconstruction, providing a soft, 
flexible, normal-feeling ear. 


RESUME 


L’auteur présente ce rapport prélimi- 
naire dans |’espoir que la technique décrite 
pourra étre utilisée en chirurgie plastique 
comme une méthode pouvant faciliter la 
chirurgie plastique de l’oreille. La con- 
gélation 4 basse température est une bon- 
ne méthode de conservation stérile. Les 
ménisques se prétent trés bien a ce genre 
d’opération. L/oreille ainsi obtenue est 
élastique et d’une sensibilité normale. 


ZUSAM MENFASSUNG 


Die Arbeit wird als vorlaufiger Bericht 
veroffentlicht in der Hoffnung, dass ein 
neues Verfahren zur endgiiltigen Wieder- 
herstellung des Ohres dem Riistzeug des 
plastischen Chirurgen hinzugefiigt werden 
kénne. Die sterile Konservierung mittels 
Gefrierens bei tiefen Kaltegraden ist als 
ein direktes grundlegendes Verfahren an- 
erkannt, und die Knorpelscheiben des 
Kniegelenks eignen sich gut als Ersatz- 
material zur Herstellung eines weichen, 
biegsamen, sich normal anfiihlenden Oh- 
res. 


RESUMEN 


Se comunica este articulo preliminar con 
la esperanza de pueda ser incorporado al 
arsenal de la cirugia plastica, como otro 
medio que pueda usarse para mejorar la 
reconstruccién de la oreja. El congelami- 
ento profundo proporciona un método basi- 
co directo para la preservacién estéril, 
disponiéndose de los meniscos para su uso 
inmediato en este tipo de reconstruccién, 
produciéndose una oreja con sensacién de 
blandura y flexibilidad normales. 
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RIASSUNTO 


Comunicazione preventiva, che ha lo 
scopo di incoraggiare la diffusione di questo 
metodo di ricostruzione dell’orecchio. Le 
basse temperature consentono di conser- 
vare sterilmente i menischi, che rappresen- 
tano un mezzo quanto mai idoneo per 
questo tipo di ricostruzione plastica. 
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A work that aspires, however humbly, to the condition of art, should 
And art may be defined as a single- 
minded attempt to render the highest kind of justice to the visible universe, 
by bringing to light the truth, manifold and one; underlying its every 
aspect. It is an attempt to find in its forms, in its colours, in its light, in its 
shadows, in the aspect of matter and in the facts of life, what of each is 
fundamental, what is enduring and essential—their one illuminating and 
convincing quality—the very truth of their existence. 


carry its justification in every line. 


476 


—Conrad 











Sk Meee ct 





Seccion en Espanol 





Nefrectomia Parcial por Tuberculosis 


A. PUIGVERT, M.D., F.I.C.S. 
BARCELONA, SPAIN 


tiende cada vez mas a desplazar la 

exéresis total del 6rgano enfermo en 
el tratamiento de muchas afecciones uro- 
genitales, bien de origen inflamatorio mas 
o menos activas, las residuales o cicatrici- 
ales a estas e incluso ciertas neoplasias; 
prueba de ello es el lugar que progresiva- 
mente ha alcanzado la epididectomia, que 
en la tuberculosis genital es indiscutida; la 
pielotomia ha substituido a la nefrostomia, 
incluso para la extracci6n de grandes cal- 
culos y solo en ocasiones excepcionales se 
acude a la nefrostomia localizada o cali- 
cectomia antes que proceder a la nefrec- 
tomia; la cistectomia parcial aunque su- 
peditada a la precocidad del diagnostico se 
afianza por multiples razones en frente a 
la cistectomia total, etc. 

Durante la ultima década se observa la 
revalorizacion de la extirpacion de la por- 
cién de rinnén enfermo y conservar la 
parte indemne o sana del organo; es decir, 
la Nefrectomia Parcial método terapéutico 
que va siendo utilizado en la mayoria de 
las enfermedades renales siempre que la 
lesion se circunscriba en una zona de rifion 
de facil extirpacién, sin que con ello se 
altere la irrigaci6n sanguinea del resto y 
las vias de excresi6n pielo-ureterales se 
conserven expeditas despues de la opera- 
cién; sin estas dos condiciones la Nefrec- 
tomia Parcial no es aconsejable. 

Dos factores de 6rden clinico han in- 
fluido en la mayor prdactica de la Nefrec- 
tomia parcial; la precocidad y pulcritud 
diagnostica de las afecciones renales, ello 
facilita el descubrimiento de la lesi6n renal 
en su comienzo y si su limitacié6n resta a 


Fi UROLOGIA la cirugia conservadora 
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una zona que permita la extirpacién de la 
lesion, esta sera aconsejable antes que le 
enfermedad invada el resto del rifion. 
También el mejor conocimiento actual del 
curso evolutivo de las afecciones renales 
permite esperar la estabilizacién irrever- 
sible de la lesién de lo cual en gran manera 
depende la oportunidad para la N.P. 

En el orden técnico el mejoramiento gen- 
eral de los procedimientos quirtrgicos y 
el empleo de nuevos farmacos (sulfamidas, 
antibidticos, etc.) en la preparacion pre- 
operatoria y en el post-operatorio de estos 
enfermos, ha favorecido la practica de la 
N.P. en especial en la tuberculosis, cuyas 
drogas han facilitado la cura o la estabili- 
zacion de la pequenas lesiones dando lugar 
al desarrollo de lesiones residuales o se- 
cundarias, creando una nueva patologia. 
Estas lesiones por hoy mejor conocidas, es 
obligada su eliminacién para complemen- 
tar la accién de aquellas drogas y asi con- 
servar el resto del rifén sano, pues, de no 
actuar asi debemos proceder a la ectomia 
total como hasta la fecha se sigue. 

Mi experiencia en N.P. se inicié al afio 
1930 epoca en que ni sulfamidas ni anti- 
bidticos estan en uso y la primera N.P. 
por tuberculosis fué practicada al aio 1948, 
fecha en que ocurria lo mismo, con relacién 
a esta infeccién; a pesar de la falta de 
antibidticos los resultados obtenidos desde 
las primeras N.P. me alentaron a proseguir 
practicando esta cirugia conservadora; si 
bien en aquel entonces las, indicaciones de 
esta cirugia en la Tbs. eran escasas; en la 
actualidad son mas frecuentes, favorecidas 
como ha sido indicado, por los mejores 
medios de exploracién, su prodigalidad y 
la accion de las drogas. 
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Acerca la benignidad de la N.P. debo en una mujer afecta de crisis dolorosas 
decir que en mi experiencia de 75 N.P. _ por duplicidad pielo-renal; la cuarta ocur- 
por dif tes afecciones (litiasis, en un enfermo con caliciectasia y la 
malias, infecciones, tumores, traumat quinta defuncion fué un paciente de tuber- 
mos, tub losis, etc) solo he tenido q losis renal bilateral. En ambos nijios, la 
lamentar 5 defunciones: dos casos en n defunci6én fué producida por el sindrome 
de me de 3 anos afectos de uret de palidez e hipertemia que la pediatria 
hidronef por duplicidad ureteral; acababa de definir ; la mujer fallecié por 
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Fig. 2. 


miocarditis al tercer dia del post-opera- 
torio; el cuarto, un hombre, con crisis 
dolorosas por retencién en caliz superior 
fallecié al tercer dia y si bien en esta oca- 
sién fué posible la necropsia no se observ6é 
en la regi6n operatoria ninguna alteracién 
imputable al acto quirtrgico que justificase 
la defunci6n. Finalmente la ultima defun- 


cién se ha producido en un paciente con 
exclusion total tuberculosa del rifén iz- 
quierdo y exclusién de polo inferior del 
rinén derecho que justificé la N.P. de este 
polo renal y el enfermo fallecié a las 7 
horas de haber sido operado con un cuadro 
de schoc toxi-tuberculoso hipertemia a 41°, 
palidez y sudoracion profusa, colapso peri- 











férico con anoxia. 

La N.P. ha sido realizada en 22 pacientes 
afectos de tuberculosis renal; en 18 en- 
fermos la lesién estaba limitada a uno de 
los dos rifiones; 3 eran enfermos con rinén 
unico por haber sido anteriormente nefrec- 
tomizados y el restante era un paciente con 
total exclusién del rifén derecho y que a 
su vez presentaba una lesién excluida en 
el polo inferior del rifiién opuesto. 

En una ocasion, la N.P. fué practicada 
con diagnéstico equivoco de nefroptosis y 
en otro de litiasis, en ambos casos al ex- 
aminar el rifién durante el acto operatorio, 
se observaron lesiones de tuberculosis cir- 
cunscritas y excluidas que justificaron la 
N.P. que solo habia sido propuesta en uno 
de los casos (obs. 3 y 4). 

Estas 22 intervenciones fueron llevadas 
a cabo con éxito completo, excepto en el 
caso ya citado (obs. 20) que el enfermo 
fallecié a las 7 horas en un cuadro de schoc; 
de los 21 operados restantes sobreviven 20 
pacientes, pues, solo uno de estos operados 
(obs. 2) muri6é a los cuatro anos de prac- 
ticada la N.P. en su rinon Unico por la 
evolucion progresiva de la infecci6én tuber- 
culosa en este trozo de rifoén. 

La enferma de mas larga supervivencia 
(obs. 1) operada en 1943, sigue muy bien 
al punto que actualmente se dedica a los 
trabajos del campo; en un caso (obs. 3) 
se ha producido la anulacion funcional del 
trozo de rinon conservado, demostrada por 
la negatividad de la cromocistoscopia y de 
la urografia. Entre los 21 enfermos super- 
vivientes, no he ubservado ninguna fistula 
urinaria lumbar persistente que obligase 
a la ectomia del trozo de rifién conservado. 
Solo en un enfermo de rifién Unico, pues 
habia sido nefrectomizado seis afios antes 
por tuberculosis (obs. 9) la salida de orina 
por la herida lumbar persistiéd durante 
cuatro meses fecha en que se completo la 
total recuperacién del enfermo, en este 
caso el post-operatorio fué agitado, la urea 
sanguinea alcanzo la cifra de 4 gramos 
por mil, que persisti6 varios dias, mejoran- 
do luego progresivamente; en la actualidad 
a los 18 meses de la operacién el enfermo 
esta bien de su sistema renal y dedicado a 
su trabajo habitual; hasta recientemente 
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que se ha producido una lesi6n 6sea verte- 
bral dorsal (Mal de Pott), y a pesar del 
trozo de rifion ha sido posible lo curacioén. 

La técnica de la N.P. en la actualidad 
esta sometida a revisién y ello justifica 
constantes variaciones y hacer hincapié en 
algunos detalles; siempre que las condi- 
ciones morfologicas del pediculo, distribu- 
cidn vascular y seno del rifién lo permitan— 
débese proceder a la ligadura hemostatica 
y preventiva de las ramas arteriales y veno- 
sas que por observaci6n directa se com- 
pruebe irrigan y desagun la zona renal a 
resecar; solamente la hemostasia preven- 
tiva es practicable cuando la zona a extir- 
par corresponde a un polo del rifién y con 
ello se corrigen exéresis parciales casi ex- 
angues. 

Es del todo desaconsejable practicar la 
hemostasia temporal mediante la compre- 
si6n del pediculo tanto instruiental (con 
pinzas elasticas cubiertas de goma), como 
manual (por compresién digital o por 
lazo) ; estos métodos de hemostasia suelen 
ser insuficientes pues lo que primero la 
compresion colapsa es la vena renal y 
con frecuencia la arteria queda comprimi- 
da insuficientemente lo cual favorece lo ex- 
tasis circulatorio en el rifon y la hemor- 
ragia consiguiente. 

En ocasiones sin compresi6n del pediculo 
suele observarse que la hemorragia par- 
enguimatosa cesa al reintegrar el rinén ex- 
teriorizado a la celda lumbar, ello es debido 
a que con el estiramiento del pediculo la 
vena renal queda aplanada y se restringe 
la circulaci6n de retorno dando lugar a con- 
gestion renal. 

Cuando durante la seccién del paren- 
quima sangra algun vaso arterial, bastara 
que el propio operador o un ayudante com- 
prima con el pulpejo del dedo la boquilla 
vascular mientras y tanto se procede a la 
regularizacion del corte renal, luego estas 
boquillas vasculares son facilmente pin- 
zadas y se procede a su ligadura siendo 
recomendable se _ practiquen mediante 
transfixi6n con catgut atraumatico. 

En los ultimos tiempos ha aumentado 
en la tuberculosis la incidencia de lesiones 
que justifican la practica de la N.P.; ello 
se debe por una parte a la mejor explora- 
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cién de estos pacientes y por otra a la 
influencia de los antibidticos, cura de repo- 
so, etc. que durante estos ultimos anos 
han sido sometidos estos pacientes; esta 
terapeutica ha modificado las formas ana- 
tomo-clinicas de esta afeccién y ademas, 
con la esperanza de aleanzar la curacién 
médica se ha postergado la nefrectomia 
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precoz; por este ultimo motivo y la meto- 
dica y repetida vigilancia de los enfermos, 
ha dado a conocer en gran numero de casos 
le. evolucién anatomo-clinica de las lesiones 
y descubrir los caracteres de estabiliza- 
cidn de la infeccién sobre cuyos hechos se 
fundamenta principalmente la indicacién y 
oportunidad de la N.P. 















Quiero senalar un hecho de frecuente 
observacion al practicar la N.P. que para 
muchos justifica la exéresis total: es la 
presencia de algurus tubérculos en la 
cortical de la porcién de rifién a conservar. 
Si procedemos sin la menor especulaci6én 
critica, es logico pensar que dejar al en- 
fermo una porcion de rifién con tales le- 
siones constituye una herejia quirtrgica, 
pero luego la experiencia niega el anterior 
criterio; si derivamos estos hechos por el 
camino de légicas deducciones estan son 
tan simples que por su propia simplicidad 
soprenden, pues, no debemos olvidar que 
en la Nefrectomia Total son muchos los 
tubérculos que restan en la celda renal, 
ganglios hiliares, ureter, etc. y que luego 
curan sin dejar secuelas; pues bien esto 
o algo parecido parece ocurrir en el trozo 
de rinén conservado ya que la posterior 
observacion de estos enfermos, no re- 
vela signos de tal lesion. 


La sutura o ligadura del caliz seccionado 
al amputar el rifién es innecesaria y a su 
vez de técnica engorrosa sin ninguna utili- 
dad ya que la indicacién de esta técnica 
de prevenir la fistula ulterior, no puede ser 
soslayada mediante tal sutura sino que 
depende solo y exclusivamente de la in- 
tegridad de las vias excretoras del rion, 
si estas se conservan despues de la res 
cién en buen estado, condicién impres- 
cindible para la N.P. la orina segregada 
sera toda recolectada por las vias urina- 
rias, siendo la sutura innecesaria, y el 
mufién pielo-calicilar se ocluye espontanea- 
mente; por el contrario si se produce ob- 
staculo en la evacuaci6n piélica la orina 
vence la sutura y refluye por la herida 
lumbar. 


CASUISTICA 


Obs. 1 (7) R.G. mujer de 55 afios. (Fig. 
1A.). Diagnostico: Duplicidad pielo-ureteral 


izq. con TBs. en la mitad superior. B.K. posi- 
tivo. Tratamiento: Reposo pre-operatorio. Sin 
antibiéticos. Reseccién de la mitad superior 
del rifién izq. (1943). Peso del fragmento ex- 
tirpado: 85 grs. Resultado: Curacién en 1952. 
B.K. negativo. 

Obs. 2 (21) P.S. Mujer de 28 ajios. (Fig. 
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1B.). Diagndéstico: Tuberculosis renal bila- 
teral. B. de Koch, positivo. Tratamiento: 
Nefrectomia lumbar derecha, a los 19 ajfios 
(1940). Sin antibidticos. Reseccién de la 
caverna quistica excluida en el tercio medio 
cara anterior del rifdén izquierdo a los 28 afios 
(1947). En tres ocasiones se ensaya la Strep- 
tomicina que no toleré; tampoco toleré el 
P.A.S. Peso del fragmento extirpado: 4 
gramos. Resultado: A los 31 ajios cistitis, 
mal estado general, nauseas, febricula, accesos 
dolorosos de colico renal y reaparicién del B.K. 
en orina. Fallece por insuficiencia renal a los 
82 anos (1952). 

Obs. 3 (82) C.M. Mujer de 39 afios. (Fig. 
1C.). Diagnostico clinico: Nefroptosis izquier- 
da. Diagnostico operatorio% Tuberculosis cav- 
ernosa polar superior. B. de K. positivo. 
Tratamiento: Sin antibidticos. Reseccién mitad 
superior del rion izquierdo (1948). Peso del 
fragmento extirpado: 40 gramos. A los 3 
meses despues de la N.P. por examen cisto- 
scdpio, no se observa eliminacién de carmin 
de indigo y la pielografia por eliminacién fué 
deficiente. Resultado: Curacién clinica. B.K. 
negativo. 

Obs. 4 (48) M.G. Varon de 53 afios. (Fig. 
1D.). Diagnéstico clinico: Litiasis renal bila- 
teral. Diagnostico operatorio: Calculo piélico 
derecho. Caseosis tuberculosa calcificada en 
polo inferior rifién izquierdo. B. de K. nega- 
tivo. Tratamiento: Sin antibidticos. Pieloto- 
mia derecha (VIII, 1949). Resecci6n polo in- 
ferior izq. (XI, 1949). El examen operatorio 
constat6 lesién caseosa Tbs. que el examen 
anatomo-patolégico confirmé. Peso del frag- 
mento extirpado: 20 gramos. Resultado: Cura- 
cién clinica. B.K. negativo; polaquiuria con 
orina palida y recidiva de calculo renal derecho 
(1952). Orina de rifién izquierdo. Albtimina: 
0.15 gramos por mil; Urea 5’5 gramos por 
mil; eseasas celulas pavimentosas; abun antes 
leucocitos; abundantes hematies; B.K. nega- 
tivo. 

Obs. 5 (47) J. C. Varén de 34 afios. (Fig. 
1£.). Diagnéstico: Tuberculosis uro-genital. 
B. de K. positivo. Tratamiento: Epididectomia 
der. (XI, 1948). Estreptomicina 40 gramos. 
Reposo un afio. Reseccién mitad superior rinén 
derecho (XI, 1950) 10 gramos Estreptomicina 
post-operatorios. Peso del fragmento extir- 
pado: 100 gramos. Resultado: Curacién Rein- 
tegrado al trabajo en 1952. B.K. negativo. 

Obs. 6 (48) F.G. Varén de 53 a. (Fig. 1F.). 
Diagnéstico: Tuberculosis caseosa polo sup. 
riién izq. B. de Koch positivo. Tratamiento: 
90 grs de Estreptomicina pre-operatoria y re- 






































poso. Reseccién tercio superior rifén izq. 
(1950). 40 gramos de Estreptomicina y P.A.S. 
post-operatorio. Reposo. Peso del fragmento 
extirpado 70 grs. Resultado: Queda pequena 
fistula lumbar urinaria intermitente. En Feb- 
rero 1952 ureterocistorrafia extravesical izq. 
por ureteritis terminal estenosante seguida del 
cierre de la fistula y curacion clinica (en 1953 
ha tenido un hijo). Orina del rifion izq. Al- 
bumina 0.25 grs %o; Urea 12.50 grs %o; al- 
gunas celular epiteliales, algunos leucocitos; 
bastantes hematies; B.K. negativo. 


Obs. 7 (52) A.A. Varon de 33 a. (Fig. 2A.). 
Diagnéstico: Tuberculosis urogenital. B. de 
Koch, positivo. Tratamiento: Epididimecto- 
mia izq. en 1949 y der en 1951. Reseccion polo 
superior izq. (VIII, 1951)—3.5 gramos de 
estreptomicina post-operatoria. Peso del frag- 
mento extirpado 110 grs. Resultado: Curacion 
en 1953. B.K. negativo. Cistitis residual. 


Obs. 8 (53) T.V. Mujer de 44 a. (Fig. 2B.). 
Diagnéstico: Tuberculosis rifén izq. B. de 
Koch, positivo. Tratamiento: 25 gramos de 
Estreptomicina y reposo pre-operatorio. Re- 
seccién polo superior izq. (IX, 1951). Peso de 
la pieza extirpada 80 grs. Resultado: Curaci6n 
en 1953. B.K. negativo. Orina del rifoén izq.: 
Algunas celulas pavimentosas; escasos leuco- 
citos; escasos hematies; B.K. negativo. 


Obs. 9 (54) I.M. Varoén de 44 a. (Fig. 2C.). 
Diagnéstico: Tuberculosis renal bilateral. B. 
de Koch, positivo. Tratamiento: Nefrectomia 
lumbar der. a los 44 a. (1943). 75 grs. Estrep- 
tomicina y resposo pre-operatorio. Reseccion 
polo inf. izq. a los 52 a. (1951). 10.5 grs 
Estreptomicina y reposo post-operatorio. Peso 
de la pieza extirpadaa 70 grs. Azotemia post- 
operatoria de 4 grs %o; fistula urinaria lum- 
bar durante 4 meses. Resultado: Curacién en 
1953. B.K. negativo: reincorporado al trabajo. 
Orina por sonda lumbar izq. Albumina: 0.25 
gr. %o; Urea; 10.50 gr. %0; escasas celulas 
epiteliales; algunos leucocitos; escasos hema- 
ties; algtin cristal de oxalado de cal; B.K. 
negativo. 

Obs. 10 (55) J.C. Varon de 31 a. (Fig. 2D.). 
Diagnéstico; Tuberculosis rifién izq. B. de 
Koch, positivo. Tratamiento: 12 grs. de Es- 
treptomicina y reposo pre-operatorio. Resec- 
cién polar sup. izq. (XI, 1951). 7 gramos 
Estreptomicina post-operatorio. Peso de la 
pieza extirpada 72 grs. Resultado: Curaci6n; 
en 1953 B.K. negativo. 


Obs. 11 (56) C.P. Mujer de 24 a. (Fig. 2E.). 
Diagnéstico; Tuberculosis rifén der. B. de 
Koch, positivo. Tratamiento: Solo reposo pre- 
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operatorio. Reseccion polo sup. der. (XI, 1951) 
—4.5 grs Estreptomicina post-operatorio. Pe- 
so de la pieza extirpada 85 grs. Resultado: 
Curacion; en 1953. B.K. negativo. 

Obs. 12 (58) A.M. Mujer de 22 a. (Fig. 
2F.). Diagnostico: Tuberculosis rifén der. B. 
de Koch, positivo. Tratamiento: Solo reposo 
pre-operatorio. Reseccién polo sup. der (IV, 
1952). 17 grs. Estreptomicina post-operatorio. 
Peso de la pieza extirpada 42 grs. Resultado: 
Curacion; en 1953 reintegrada al trabajo. 

Obs. 13 (62) T.C. Mujer de 38 a. (Fig. 3A.). 
Diagnéstico: Tuberculosis renal der. B. de 
Koch, positivo. Tratamiento: 23 grs. Estrep- 
tomicina pre-operatorio. Reseccién polo sup. 
rinon der. (XII, 1952). 13 grs. de Estrepto- 
micina post-operatorio, reposo. Peso de la pie- 
za extirpada 35 grs. Resultado: Curacién; en 
1953 B.K. negativo; ha engordado, sigue cura 
de reposo. 

Obs. 14 (63) A.G. Varén de 18 a. (Fig. 3B). 
Diagnostico: Tuberculosis uro-genital B. de 
Koch, negativo. Tratamiento: Epididimecto- 
mia por caseosis tbs. a los 18 a. (1947). 15 
gramos Estreptomicina y reposo pre-opera- 
torio. Reseccion caverna tuberculosa polo sup. 
rinon der a los 23 a. (1952). 15 grs de Estrep- 
tomicina y reposo post-operatorio. Peso de la 
pieza extirpada 40 grs. Resultado: Curacién; 
B.K. negativo. Ha engordado; sigue cura re- 
poso. Orina del rifén der. Urea 6.50 gr. 
%o; algunas celulas epiteliales; muy escasos 
hematies; B.K. negativo. 

Obs. 15 (65) P.V. Varon de 31 a. (Fig. 3C.). 
Diagnoéstico: Tuberculosis genito-urinaria. 
Exclusion polo sup. rifién izq. B. de Koch, 
positivo. Tratamiento: Epididimectomia a los 
32 a. 40 grs. Estreptomicina y reposo pre- 
operatorio. Reseccién polo sup. izq. (I, 1953). 
32 grs. Estreptomicina y reposo relativo post- 
operatorio. Peso de la pieza extirpada 37 grs. 
Resultado: B.K. negativo; gran mejoria del 
estado general; orina limpia, has engordado; 
sigue cura de reposo. 

Obs. 16 (66) M.L. Mujer de 28 a. (Fig. 3D.). 
Diagnostico: Tuberculosis polo inf. rifén der. 
B. de Koch, positivo. Tratamiento: 35 grs. 
Estreptomicina y reposo relativo pre-operato- 
rio. Reseccion polar inf. der. (I, 1953). 6.5 
grs. Estreptomicina post-operatorio. Peso de 
la pieza extirpada 90 grs. Resultado: Cura- 
cién B.K. negativo; ha engordado, buen estado 
gegeral; reintegrada a sus labores. Orin rifién 
der. Albumina: 3.50 gr. %o; Urea: 14 gr. 
%o; bastantes celulas epiteliales, escasos leu- 
cocitos; bastantes hematies, escasos colibaci- 
los; B.K. negativo. 
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Obs. 17 (67) E.I. Varon de 25 a. (Fig. 3E.). 
Diagnostico: Tuberculosis ulcero-cavernosa 
polo sup. rinon der. B. de Koch, positivo. Tra- 
tamiento: 90 grs. Estreptomicina pre-opera- 
toria. Resecci6n polo sup. der. (I, 1953). 30 
grs Estreptomicina post-operatoria. Peso de 
la pieza extirpada 36 grs. Resultado: Cura- 
cién; B.K. negativo. 

Obs. 18 (68) M.P. Mujer de 22 a. (Fig. 3F.). 
Diagnostico: Tuberculosis ulcerosa caliz sup. 
rinon der. Tratamiento: 50 grs. Estreptomi- 
cina y reposo pre-operatorio. Reseccién polo 
sup. der. (III, 1953). 43 grs. Estreptomicina 
post-operatoria. Peso de la pieza extirpada 
42 grs. Resultado: En Obsservacion; la herida 
operatoria cura por segunda intencién% B.K. 
negativo; sin piuria; sigue con reposo. Orina 
del rifién der. Albtimina: 0.15 %o; urea 15 
gr. %0; algunas celulas epiteliales, Escasos 
leucocitos; escasos hematies, B.K. negativo. 

Obs. 19 (69) M.C. Mujer de 57 a. (Fig. 4A.). 
Diagnostico: Tuberculosis urinaria bilateral; 
exclusion renal der; exclusién polo sup. rifién 
izq. B. de Koch, negativo. Tratamiento, Ne- 
frectomia der. (III, 1953). Reseccidn polo 
sup. izq. (IV, 1953). En tres ocasiones que 
tomo Estreptomicina se abandono por intole- 
rancia (fiebre). Peso de la pieza extirpada 
35 grs. Resultado: Curso post-operatorio; 
salid orina por la herida durante unos dias 
cerrando a los 20 dias de operada. Curacién 
por segunda intencién B.K. negativo. Em ob- 
servacion. 

Obs. 20 (70) R.R. Varon de 33 a. (Fig. 4B.). 
Diagnostico: Tuberculosis renal bilateral. Ex- 
clusion rifién der, caverna calicilar excluida 
polo inferior rifién izq. B. de Koch negativo. 
Tratamiento: Nefrectomia polar inferior iz- 
quierda (V, 1953) Estreptomicina. Peso de la 
pieza extirpacién 35 grs. Resultado: Exitus 
a las 7 horas de la intervencién en cuadro de 
toxi-infeccién tuberculosa (hiperpirexia a 
ATO). 

Obs. 21 (73) F.S. Varoén de 42 a. (Fig. 4C.). 
Diagnostico: Tuberculosis urogenital; exclu- 
sién polar inferior izquierdaa. B.K. negativo. 
Tratamiento: Reseccién polo inferior izquierdo 
(VI, 53). Peso del fragmento extirpado 30 
grs. Resultado: En observacion. 

Obs. 22 (74) J.E. Varoén de 31 a. (Fig. 4D.). 
Diagnoéstico: Tuberculosis urinaria; caverna 
calicilar polar superior rinén derecho. B.K. 
positivo. Tratamiento: 19 grs de Estreptomi- 
cina; tratamiento ténico y reposo pre-opera- 
torio. Reseccién polar superior der (VI, 1953). 
Peso del fragmento extirpado 45 grs. Resul- 
tado: En observacion. 
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PUIGVERT: NEFRECTOMIA PARCIAL 
RESUMEN 


Enfermos operados de nefrectomia parcial 


Wri DOS tta tates iver 6s ckoiacte uuscdls eee a beaks 22 
N.P. En rifion unico (Obs. 2, 9 y 19)...... $ 
N.P. con rifion opuesto tbs. excluido (Obs. 

7 Neate ORCS ER. OPUSTS oopeteR are ee RE in orc 1 
Supervivencias post-operatorias........... 21 
Muertes post-operatorias (Obs. 20)....... 1 
Muertes*lejanas: (ODS: 2)... ..<scc cesses odes 1 
Enfermos sometidos a intervencion posterior 

(Ureterectomia extravesical) (Obs. 6).. 1 
Operadosen T9AS. oo. sis viccedenoosaneees 1 
Operados en 1947......... 0.0... cece eee 1 
Operados Cn! 19AS® . wick esdisse i eines ac cee sews 1 
Operados en 1949............... cc cee eee 1 
OPEPACOS! CN TOBO! oc oie cc cde ci otaewer 2 
Operados en WIG. ese ikkck ccc caddie vwecaee 5 
Op OOS 5 
OS GO 5 3 a a 8 
Peso total tejido renal extirpado.. 1.127 grs. 


Peso medio tejido renal extirpado. .56.35_ grs. 


RESULTADOS 


3uenos 
Oba: 1.5.7, 8.9; 10; 15, 12: ‘18; 34, 36. 
1G, 27,28, 19. 


CCRC iis a wiarscce i eharobew en naeeaieian 4 
Obs. 2, 3, 4. 6. 

PONE eee ln i RINE ghee are dis Oi eee Ra ee we 1 

Nefrectomia secundaria ................. 0 

IEE VIVONOION: | 255s cack a leesedadess 


Maxima 10 anos; Minima 4 afnos. 
Res iiss x kar ON cis Guan Me WERE Ae Hee ews 


CONCLUSIONES 


1, Merced a la tendencia actual de pos- 
tergar a previo tratamiento farmacolégico 
y reposo, la “nefrectomia precoz de Al- 
barram” con frecuencia se observa la lim- 
itaci6n en el rifion de las lesiones iniciales 
conservando el resto su integridad durante 
largo tiempo. 

2. La facilidad y prodigalidad de los ex- 
Amenes urograficos por eliminaci6n per- 
miten sin riesgo ni molestias para el enfer- 
mo seguir la evolucién de las lesiones 
tuberculosas en el riién y de ello deducir 
la oportunidad de los distintos tratamientos 
conservadores. 


8. Si la lesién tuberculosa en el rifén 
esta estabilizada, el resto del 6rgano sano 
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conserva buena irrigacién y las vias uri- 
narias estan expeditas, la N.P. puede ser 
practicada. 

4. En caso de rinén tnico con lesiones 
limitadas, el resto del parenquima sano y 
buen estado general, la N.P. es el tinico 
medio de que se dispone para preservar 
a este resto de rifién de la invasion tuber- 
culosa. 

5. Para completar la N.P. debemos apro- 
vechar los beneficios de las drogas actuales 
si son bien toleradas y en especial ayudar 
el pre y post-operatorio con tratamiento 
general tonificante y en especial reposo a 
ser posible sanatorial. 

6. A medida que se avanza en la preci- 
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sién diagnéstica y en la técnica quirtrgica 
la exéresis de la parte dafada del rifién 
tuberculoso estara mas indicada tanto para 
la extirpaciOn de las cavernas como para 
eliminar lesiones residuales o curativas 
con fibrosis que afectan la funcion de la 
porcion del riién indemne. 

7. Los resultados obtenidos no guardan 
exacta relacién con los antibidticos ni las 
dosis utilizadas; si bien es_ evidente 
que con estas drogas y el reposo se ha 
facilitado la estabilizaci6n de la lesién e 
incluso su regresiOn, lo cual justifica la 
indicacion de N.P. en lugar de la exéresis 
de todo el rifén, que parecia indicada al 
comienzo de la infeccién. 


ed 


Democracy was invented as a device for reconciling government with 


liberty. 


It is clear that government is necessary if anything worthy to be 


called civilization is to exist, but all history shows that any set of men 
entrusted with power over another set will abuse their power if they can 
do so with impunity. Democracy is intended to make men’s tenure of 


power temporary and dependent upon popular approval. 


In so far as 


it achieves this it prevents the worst abuses of power. The Second Trium- 
virate in Rome, when they wanted money with a view to fighting Brutus 
and Cassius, made a list of rich men and declared them public enemies, 
cut off their heads, and seized their property. This sort of procedure is not 
possible in America and England at the present day. We owe the fact that 
it is not possible not only to democracy, but also to the doctrine of personal 
liberty. This doctrine, in practice, consists of two parts, on the one hand 
that a man shall not be punished except by due process of law, and on the 
other hand that there shall be a sphere within which a man’s actions are not 
to be subject to governmental control. 
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—Russell 

















Instrumental Para Cirugia Vascular 


Flebodisector 





CARLOS ALBERTO DE PIERRIS, M.D., F.I.C.S. 
BUENOS AIRES, ARGENTINA 


fleboextraccion perfecta en las resec- 
siones subcutaneas de la vena safena, 
no ha sido aleanzado todavia. Los usados 
actualmente adolecen de defectos: dificul- 
tades en la progresién dentro de la luz 
venosa, perforaci6n en las sinuosidades, 
arrancamiento incompleto, desgarro de la 
vena, intenso traumatismo. Presentamos 
un instrumento que asocia el cateterismo 
del vaso con la diseccién cortante exterior, 
mediante la combinaci6én del uso de dos 
piezas. Antes queremos resumir en un cua- 
dro los principios generales en que estan 
basados los procedimientos de fleboextrac- 
cién, conocidos, omitiendo, en homenaje al 
espacio y por ser de manejo habitual en 
los cirujanos, su descripcién detallada. 
Fleboextraccién externa.—1. Aro romo 
enucleador rigido, o enucleador y forceps 


E instrumento ideal que procure la 
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(Mayo, Shermann). Procede por diseccion 
roma externa, sin cateterismo de la vena. 

Fleboextraccién interna.—2. Tallo flexi- 
ble con oliva. Procede por arrancamiento 
con invaginacién de la vena (Babcock, 
etc.). 3. Tallo flexible con oliva de pro- 
gresion intercambiable por un tope. Pro- 
cede por arrancamiento sin invaginaci6n 
(Finochietto-Giménez, etc.). 4. Tallo elas- 
tico espiral (Strippers Myers spiral), con 
olivas de varios diametros, cénicas, inter- 
cambiables. Procede también por arranca- 
miento sin invaginacion. 

Fleboextraccién combinada. — 5. Tallo 
flexible, con oliva de progresi6n intercam- 
biable por un cilindro fenestrado, con borde 
de ataque cortante. Procede por corte ex- 
terno y arremangamiento de la vena co- 
brada en el receptaculo (Esperne, del 
Servicio R. Finochietto). 6. Flebodi- 
seccién: Espiral guia de acero inoxi- 








A and B, espiral y mango portacilindro armado. C, cilindro disector. 
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dable o cromado, que constituye un 
tallo flexible y elastico de 85 cms., con 
pequefia oliva fija de progresidn en ambos 
extremos (Fig. 1 A). Pieza activa que 
consiste en un anillo o cilindro con borde 
de ataque cortante, montado en un mango 
rigido (Fig. 1 B) de 40 cm. de long. (por- 
tacilindro). El anillo disector tiene dos 
didmetros: 10 y 12 mms. y una sola longi- 
tud: 20 mm. (Fig. 1 C). El eje de empuje 
del mango esta centrado en la luz del cilin- 
dro por una rosca convenientemente in- 
clinada. Mango, pieza intermediaria y 
anillo se independizan para comodidad de 
esterilizaci6n. Procede por diseccién cor- 
tante externa, con guia espiral rectifica- 
dora interna. Este instrumento fué presen- 
tado en la Seccién Cirugia Vascular del 
Séptimo Congreso Internacional de Ciru- 
gia, celebrado en Bs. As., Agosto de 1950, 
por el Colegio Internacional de Cirujanos. 
Pasamos a detallar el manejo de] instru- 
mento presentado. 

La espiral-que es no sdlo elastica, sino 
flexible--acomoda mejor que los comunes 
tallos elasticos, pero semirrigidos, a las 
sinuosidades de la vena, (excepto el My- 
ers). La progresion de este catéter alcanza 
asi distancias mayores, sin peligro de 
perforacion, pues antes que atravesar la 
pared, se dobla. La introduccién de esta 
espiral puede hacerse desde la ingle, una 
vez terminado el primer tiempo de resec- 
cién del cayado y sus confluentes, o desde 
cualquier altura de la pierna en sentido 
retrogrado. Llega un momento en que la 
espiral, como cualquier otro catéter, hace 
imposible su progresién, por lo que es 
necesario aflorarla en ese sitio mediante 
una nueva incisién. Exteriorizada enton- 
ces, el ayudante la mantiene tensa por 
ambos extremos, lo que “rectifica” en el 
subcutaneo el trayecto tortuoso de la safe- 
na y permite con una larga agujay jeringa 
de pico metalico, hacer a su alrededor la 
anestesia local del trayecto, para proceder 
a una diseccién indolora. Significamos 
aqui que en aproximadamente 400 safe- 
nectomias, no hemos usado otra anestesia 
que la local, o locoregional con novocaina 
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(procaina) al 1% y 0.50%, con resultados 
satisfactorios. Conseguida la anestesia 
perivenosa gracias a la guia, actuamos 
ahora con el segundo instrumento, el 
anillo o cilindro disector (Fig. C) solidari- 
zado a rosca en su conductor. Este anillo- 
de dos diametros-lleva en su interior, a dos 
milimetros del filo, un aro romo, destinado 
a aplastar la vena sobre la espiral, hacien- 
do que la pared de ésta se aleje del borde 
cortante, y acttie sobre los tejidos perive- 
nosos y las colaterales; evita también que 
el filo roce con la espiral y se melle. 

Una vez enhebrados vena y catéter en el 
cilindro, el ayudante por un extremo y el 
cirujano por el otro, mantienen tensos los 
extremos de la espiral y con la mano libre 
manejando el mango conductor, se diseca 
aquélla con movimientos circulares incom- 
pletos y cortos, haciendo progresar lenta 
pero firmemente la pieza cortante por el 
tunel gue va labrando en el subcutaneo, 
siguiendo la guia que representa la espiral. 
La vena es asi practicamente “pelada,” sin 
brusquedades, sin arrancamientos, ni vio- 
lencias, labrando un ttinel minimo. E] ciru- 
jano queda con el Aanimo de haber extraido 
la vena mediante una maniobra quirtrgica 
y delicada. A veces el encuentro con una 
gruesa colateral puede provocar el arran- 
camiento por dislaceraci6on del tronco prin- 
cipal, pero prosiguiendo la maniobra, aun- 
que en mas de un pedazo, hay la seguridad 
de que la vena sale toda. 


RESUMEN 


Se presenta un instrumento para extraer 
la vena safena con el minimo traumatismo, 
que consiste en una espiral de alambre de 
acero inoxidable o cromado, con pequefias 
olivas en sus extremos y un cilindro disec- 
tor, cortante, montado en un tallo rigido 
con mango, de 40 cms. E] cilindro disector 
tiene dos didmetros: uno de 10 mm, y otro 
de 12 mms. y en su interior un aro romo 
para comprimir la vena contra la espiral, 
cuando ambos instrumentos trabajan jun- 
tos en la disecci6n de la vena. 
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Semmelweis and the Struggle for Truth 


The farther off we place our aim and the less 
we desire to be ourselves the witnesses of what we 
have laboured for, the more wide and rich will be 
the measure of our success—men cannot benefit 
those that are with them as they can benefit those 
who come after them. All the short, and cheap, 
and easy ways of doing that whose difficulty is its 
honour—are just so many new obstacles in our 
already encumbered road. They will not make one 
of us happier or wiser—they will only make us 
shallower in our understanding, colder in our 
hearts and feebler in our wits. And that most 
justly.— Ruskin. 


to Vienna last year was of the nature 
¢ of a pilgrimage, for in the early days 
of my training in Public Health, my chief, 
the late Sir John Robertson, told me in his 
inimitable manner of the work of Semmel- 
weis and this had so impressed me that I 
had always the urge to learn more about 
the man who had done so much for human- 
ity. Consequently one of my first visits 
was to the university where he had been 
lecturer in obstetrics. I asked there if 
there was any memorial to Semmelweis and 
I was directed to the colonnade which sur- 
rounds three sides of a great quadrangle. 
In it I found multitudinous busts of the 
illustrious doctors of the Vienna medical 
school. I searched there most carefully 
three times as I walked around the quad- 
rangle, but I could find no reference of 
any sort to Semmelweis. I met many stu- 
dents and enquired of them but none could 
tell me anything about him; they said I 
should find a memorial amongst the others; 
hence the three searchings. 

Eventually I was fortunate in finding a 
man who directed me to the General Hos- 
pital, the Allgemeine Krankenhaus, where 
Semmelweis had worked in a clinic. On 
entering the grounds of this famous hos- 
pital I came face to face with a striking 


| The Fight for Knowledge.—My visit 


*Reprinted by permission of the Birmingham Post, Bir- 
mingham, England. 


and larger than normal statue in white 
marble of Billroth, a surgeon famed for 
his surgery of the stomach, but though I 
enquired of many men it was a long time 
before I could get light on Semmelweis. 
At last I met a surgeon who said he was 
sure there was a memorial somewhere and 
he would try to find out where it was. 
When he returned he escorted me to the 
grounds of another group of hospital build- 
ings, and there between two blocks was 
a large bronze plaque mounted on marble. 
One had to get close to read his name— 
Ignaz Philipp Semmelweis 1818-1865. I 
photographed the memorial, which had 
been erected at the cost of two friends, 
as a reminder of the search. 

The story of the life of this great man 
has a message even at the present day. 
He was born of well-to-do parents in Ofen, 
Budapest; he was the fourth of eight chil- 
dren, had attended school there, in Pest, 
in Buda and in Vienna, and in 1844 he 
had qualified as a doctor in Vienna. Two 
years later he became a Doctor of Surgery. 
In his student days he came under the 
influence of Rokitansky, the leading pa- 
thologist in Vienna, to whom he attributed 
much. Now at the age of 28 years he was 
appointed as assistant to Dr. Klein, Pro- 
fessor of Obstetrics in the university. 

Dr. Klein was a man of great personal 
charm and ability, which gave him consid- 
erable influence with the authorities; he 
was jealous of his position and rigorously 
followed the orthodox methods in his 
teaching. He established two clinics, one 
for the training of doctors and medical 
students, the other for the training of mid- 
wives and at that time Vienna was a 
famous school to and from which men 
came from all parts of the world. 


Semmelweis was a born doctor who con- 
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sidered it his essential 'duty to help suffer- 
ing humanity, rather than as a scientist 
to be ruled by established dogma and in 
this he differed from his chief and most 
of the other doctors on the staff. Conse- 
quently it was not long before he was faced 
with the knowledge that many healthy 
young women who came to the clinics to 
have their babies died of child-bed fever. 
As many as 14 per cent suffered this fate 
in some years. This finding was a source 
of great grief to him and caused him care- 
fully to investigate the disease. He learnt 
the views of the scientists which had been 
gradually built up through the centuries; 
not only those which Paracelsus had 
stressed, i.e., the stars, poisons, heredity, 
the mind and the afflictions of God, but the 
conditions to which the modern scientists 
ascribed the cause, i.e., overcrowding, bad 
ventilation, atmospheric and weather con- 
ditions, effluvia and exhalations, altered 
conditions of the blood, individual predis- 
position, neglect of purgatives, promiscu- 
ous sexual excesses and fear. 

The fear was induced by the general 
knowledge of the great death-rate in preg- 
nant women at childbirth and by witness- 
ing the distressing deaths of co-patients 
who had come in but a few days before 
apparently healthy, but there was also a 
fear of the doctors. The latter had a more 
solid foundation than the patients knew, 
though it had become well known that the 
death-rate was at least twice as great in 
the clinic where the doctors were trained 
than in the clinic for the midwives. Sem- 
melweis had seen women beg and pray to 
be removed from the former. The distress 
of these women and their subsequent death 
along with very many others and the anal- 
yses of the deaths aroused his deepest 
emotions and heart-felt compassion. 

The teachings of the orthodox he studied 
desperately, but they gave him no solution 
to the problem so he pushed them aside, 
for he was dominated by his emotions and 
mission to help his patients. The disparity 
in the death-rate of the two clinics was so 
conspicuous that he determined some im- 
portant difference existed between them. 
The obvious difference was that which had 
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escaped attention because it was the uni- 
versal orthodox practice. In the clinic for 
the doctors and medical students all the 
pregnant women were examined by the 
doctors and students who also did some- 
thing else; they conducted the post-mortem 
examinations and with their soiled hands 
stinking and filthy from the handling of 
the dead bodies, they went into the clinic 
and examined the vital structures of the 
patients. Most of those in whom labour 
was protracted died. They received re- 
peated examinations, whereas those who 
delivered themselves before the doctor ar- 
rived usually escaped child-bed fever, as 
did those who were treated at home. 

Semmelweis was an individualist who 
was not obsessed by scientific dogma and 
this evidence convinced him that he had 
divined the main cause of the trouble. At 
once with all the vigour his emotions had 
aroused, he began his attack on the ortho- 
dox methods employed in the teaching 
schools. He preached that which seemed 
obvious to him, namely, that before any 
doctor or student, who had assisted at a 
post-mortem, examined a woman he should 
thoroughly purge his hands in chloride of 
lime, the most efficient disinfectant known 
in that age of 1847. 

Professor Klein, his chief, had allowed 
Semmelweis to continue with his work as 
long as it was within the quiet of his de- 
partment, but he became very annoyed and 
embittered when the discovery of Semmel- 
weis became known outside his depart- 
ment of the university because already the 
authorities had become alarmed at the 
publicity of the death rates. Klein was 
vexed because Semmelweis was drawing 
attention to the fact that the deaths were 
due to him and the students taught by him. 
He regarded it as a slur and a condemna- 
tion on him and all other leading profes- 
sors. Jealousy, mental impotence, short- 
sightedness and perhaps an inner recogni- 
tion of his responsibility for many of the 
deaths in his clinic caused him to exercise 
his overwhelming influence with the uni- 
versity authorities against Semmelweis. 

Semmelweis had been able to convince 
a few important doctors. Professor Skoda, 
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a leading physician, gave him his support, 
but with others who did so he suffered 
boycott and the other inconveniences 
which accompany it. His strongest sup- 
porter was Professor Michaelis, of Kiel, 
but he died a tragic death soon after. He 
had attended a beloved cousin in her preg- 
nancy and she had died of puerperal for 
which he blamed himself since he had 
made his examination of her after doing a 
post-mortem. He became melancholic and 
threw himself in front of a train. Semmel- 
weis learnt much also from the death of 
another friend, Prof. Kolletschka, a pa- 
thologist. He had pricked his finger dur- 
ing a post-mortem examination and died 
within a few days of septicemia. 

This illness and death of his friend 
created a great impression on Semmelweis 
for he noted that the disease ran a similar 
course to that of puerperal fever and the 
lesions at death were similar. He also 
noted from the infection and death of 
other patients that women could be in- 
fected from the hands, instruments, dress- 
ing and clothing which had been soiled 
during the examinations of patients with 
discharging wounds and therefore it was 
not only poison from dead bodies that 
could destroy other lives. These events, 
coupled with the statistics which he had 
collected had a profound influence on the 
humanitarian. 

II. The Fight Against Obscurantism.— 
Semmelweis was not a good lecturer; he 
was not a good writer ; it was said he hated 
writing, but what he wrote he wrote with 
his heart’s blood, for it was directed by 
emotions aroused by the unnecessary mul- 
titudinous deaths of young women. His 
manner was brusque; he could not feign 
what he did not feel. He did not hesitate 
to confess his errors. He was strictly 
truthful and honest. He hated lies and dis- 
honesty and he told the truth though it 
brought him disfavour. He found it more 
difficult to exterminate an old lie than to 
introduce a new truth. He attacked his 
enemies with a sledge-hammer rather than 
with a rapier, and this made it difficult 
for them to retire. He was an independent 
thinker activated by his zeal for the wel- 


491 


EDITORIAL 


fare of his patients and he watched over 
them with vigilance to protect them from 
anyone or anything which would do them 
harm. But recognizing his severe disad- 
vantage against the orthodox opinions, 
which were all in conformity with those 
of the teachers in the medical schools, he 
left it to his friends to write, since he 
considered they had the greater ability 
with the pen. Consequently he was blamed 
because he did not propagate his ideas 
more widely in the medical Press. 

He had spent so much time in trying 
to establish his findings that he had not 
developed a lucrative practice. His oppo- 
nents intentionally denied and distorted 
his claims. They were neither sincere, 
frank, nor honest in their criticism. The 
leaders in the medical schools belittled the 
teaching of Semmelweis; they adopted a 
common method of attack, i.e. he was rid- 
ing a hobbyhorse in continually insisting 
that a little material on the hands from 
a dead body could cause puerperal fever. 
Had they not all studied the disease in the 
light of all the knowledge provided by 
the scientists, and was it not stupid to 
insist on condemning that which all the 
leaders did? Some questioned if Semmel- 
weis had contributed anything to their 
knowledge of the cause. Others denied the 
value of chloride of lime and considered 
that it was unreasonable to insist that doc- 
tors and students wash their hands in it. 
Some went so far as to say that with its 
use they had not checked puerperal fever 
and that deaths occurred in women who 
were not examined. They provided a 
negative answer to all that Semmelweis 
claimed. They sought to distract attention 
by blaming the infection on the foreign 
students and prohibited their attendance 
on patients in the wards. 


In other words, the leaders in the medi- 
cal schools scrutinized with infinite dili- 
gence and gave undue credence to any 
trifling evidence which could tell against 
Semmelweis, but they shut their eyes and 
were blind to the strong evidence of the 
common senses. They preferred not to see 
that with the introduction of these meth- 
ods into the clinic the mortality had rap- 








idly decreased. In May, 1847, Semmel- 
weis insisted that all doctors and students 
should wash their hands in chloride of 
lime. In that month, of 294 pregnancies 
no fewer than 36 (12.4 per cent) died, but 
in the next seven months of 1,841 preg- 
nancies only 56 died, i.e. 3.04 per cent. 
In the first year the death-rate was re- 
duced to 5 per cent in the doctors’ and 
students’ clinic, but the midwives’ clinic 
had only a .9 per cent mortality—this he 
believed to be due to the disbelief of the 
efficacy of his methods and the consequent 
carelessness with which the doctors used 
them. They did not apply the thorough- 
ness which Semmelweis demanded. 
Encouraged by his friends, Rokitansky 
and Skoda, he published his findings and 
wrote to the leading professors in other 
countries. He lectured in London in 1848. 
Some acknowledged the great importance 
of his work, but his stronger enemies con- 
stantly repeated the criticisms which he 
had amply proved to be false and, though 
they could be excused for subjecting his 
new ideas to the severest criticism, their 
behaviour in the face of clearly established 
proofs exasperated the emotional Semmel- 
weis, who was already so distressed by the 
thousands of deaths which their teachings 
caused. They clearly indicated the mean- 
ing which Goethe conveyed when he stated 
that by giving honours to others we de- 
prive ourselves of our own nobility. 
Frustrated and embittered, Semmelweis 
left the Algemeine Krankenhaus in March, 
1849. He applied for a lectureship in ob- 
stetrics at the university but was turned 
down. He later applied again, and after a 
delay of eight months he was appointed, 
but with serious limiting restrictions on 
what he should teach. Then, as now, the 
professors claimed a right to veto and re- 
strict the works and teachings of any who 
come within their sphere of influence no 
matter how ignorant or intolerant they 
themselves may be in such matters. So- 
called science is too frequently allowed to 
dominate things of the spirit, consequently 
humanitarianism must suffer. So deeply 
was Semmelweis wounded that he lost all 
hope of getting his truths accepted and 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 








OCTOBER, 1954 






he left Vienna and returned to Budapest. 


But though his teaching was strongly 
opposed in public, there had begun to creep 
even into the practice of his enemies the 
signs of his victory. As imperceptibly as 
possible, and with strong emphasis that it 
had nothing to do with Semmelweis, they 
began to adopt the precautions he had de- 
manded. Semmelweis in his mental an- 
guish did not see this. In Budapest he 
dropped the fight entirely. He lacked the 
stimulation of his friends and they, with- 
out him, could do little. This silence did 
his cause a great deal of harm, and when 
hearing that one of his countrymen in 
India had aroused interest in England in 
his teaching he took up the fight again; 
the more vigorously because he felt that 
his silence had cost thousands of women 
and children their lives, since the profes- 
sors had continued their death-dealing 
practices for the education of doctors and 
students from all lands. 

On May 20, 1850, he was appointed chief 
of obstetrics at Budapest and remained in 
charge for six years. Of 930 pregnant 
women in labour only eight were lost 
though the condition of his clinic was very 
poor. It was on the second floor and the 
offensive smells from the sewer and the 
post-mortem room below made it almost 
intolerable. Further, the patients’ cloth- 
ing, the bedclothing and the dressings re- 
ceived scant and insufficient attention; the 
laundry work was of the worst order and 
there were no means of isolating infected 
cases. Knowing that all these things were 
highly prejudicial to his reputation and his 
teachings, he fought vigorously for a 
change in the sanitary conditions of the 
clinic but was wholly unsuccessful. He 
forbade any student to enter the ward who 
had been in the post-mortem room and he 
refused to have anything to do with those 
students who did not scrupulously obey 
his rules. 

In 1855-6 among 540 cases of labour he 
had only two deaths. His fight against the 
obscure dogmas was intensified; he ap- 
pealed to the Press. He was unsuccessful 
in obtaining the vacancy of Professor of 
Obstetrics at Prague, but he refused a post 
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offered him at Zurich. In 1856 he married 
the daughter of a very rich Budapest mer- 
chant and from this time onward he pub- 
lished a number of papers, and in this way 
improved his attack. Epidemics of puer- 
peral fever in Wiirzburg, Strasbourg and 
Munich occurred, but still the responsible 
professors would not accept the teaching 
of Semmelweis. He urged Government ac- 
tion to introduce laws which would pre- 
vent infection of women by those whose 
duty it was to protect them. 
Semmelweis grew more and more exas- 
perated with the dishonest and insincere 
opposition against him. He wrote open 
letters to the leading opponents, but his 
uncontrolled letters written only in des- 
peration increased the enmity against him. 
This created a vicious circle in which his 
aggressiveness was more and more fierce, 
until he came to accuse of murder those 
who refused to teach the truth, since they 
influenced the young to do those things 
which would bring death to the patients. 
His lectures became more and more im- 
passioned. He was sometimes so carried 
away with his ardour for the truth that 
he dissolved in tears and could not con- 
tinue. His wrath was kindled at examina- 
tions by students who had failed to grasp 
the importance of his teaching. In July, 
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1865, he broke down completely under the 
mental anguish, and on July 20 he was 
taken to a mental home in Vienna where 
he died in August, 1865, at the age of 47. 
At the post-mortem it was found that the 
cause of his death was pyzemia from in- 
fection he had contracted in the middle 
finger of his right hand during an opera- 
tion on a newly-born baby. It is remark- 
able that this man who had fought so 
hard to save women from implanted in- 
fection should have died from such an in- 
fection. 

His life had not been in vain—already 
surgeons had become conscious that his 
teaching was the truth and though they 
denied him any credit they quietly altered 
their methods, and when Pasteur, 30 years 
after Semmelweis, had made his discovery 
and had explained that infection was 
through the agency of living micro-organ- 
isms they insidiously adopted Lister’s 
methods as a mere extension of their com- 
mon practice. 

JAMES F. BRAILSFORD, 
NED: FRIGCP.,. ESEC-S. 
BIRMINGHAM, ENGLAND 


My thanks are due to Prof. E. Zdansky, Uni- 
versity of Vienna and Drs, A. W. Bauer, Kasper 
Blond and J. Horne, formerly of Vienna, who as- 
sisted me in my researches and with translations. 


It is just as well that justice is blind; she might not like some of the things 
done in her name if she could see them. 


Every man loves justice at another man’s house; nobody cares for it at 


his own. 


He does not believe that does not live according to his belief. 





—Anonymous 
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Cancer: Problemas Clinico-terapéuticos. 
By Manuel Riveros M. in colaborati6n with 
other authors. Madrid: Editorial Paz Montal- 
vo, 1953. Pp. 534, with 502 illustrations, 33 
in color. 

Eighteen papers are here presented, cover- 
ing a general review of malignant disease 
in various manifestations. It is pointed out, 
however, that the volume is not intended to 
constitute a formal treatise on cancerology, 
as it refers solely to diverse localizations of 
neoplasms personally observed by the au- 
thors. Nevertheless, the high quality and 
comprehensiveness of the total collection rec- 
ommend it as an invaluable adjunct to any 
systematic study. It is the further intention 
of the authors to present their experience 
in a form which will be useful to.the busy 
general practitioner. Finally, the surgeon 
and roentgenologist will here find a mine of 
original case material, full documentation, 
superb graphic presentation and careful dis- 
cussion of therapeutics. 

An outstanding feature of this book is the 
profuse illustrative material, including his- 
topathologic, clinical and roentgenologic. 
This should serve to make the volume a 
“must” in any large collection on neoplasms. 
Particular praise is reserved for the colored 
plates by Dr. Reuben A. Teixido, which in- 
clude some of the finest and most instructive 
examples of the photographer’s art yet seen. 
These plates all represent cases from the 
Tumor Clinic of the Instituto de Cirugia, 
Asunci6én. They include both clinical and 
pathologic specimens. 

The papers themselves show considerable 
variation in length and treatment. Those in 
more formal style include reviews of the his- 
tory and literature of the entity, as well as 
bibliographies. The longest, on radiology in 
relation to maxillary tumors, contains a de- 
tailed classification of these neoplasms. Some 
of the shorter papers, however, which pre- 
sent rare or unusual tumors, are also out- 
standing, with some of the most striking 
documentation. Such, for example, are the 
fine presentations on familial polyostotic 
osteodystrophy, as well as those on adiman- 
tinomas. Preference will depend on the in- 
terest of the individual reader, since all mem- 


494 


bers of the international panel of authors are 
of recognized authority. 

While all the papers are in Spanish, the 
value of the material is such that it will 
probably find a place in collections that do 
not specialize in that language. 


MAX THOREK, M.D. 


Low Back Pain and Sciatica. By Louis T. 
Palumbo. Philadelphia; J. B. Lippincott Co., 
1954. Pp. 104, with 34 illustrations. 

Here is a standard subject presented in a 
routine, orderly fashion, beginning with basic 
anatomic considerations and _ progressing 
through etiologic factors, diagnosis, and 
treatment. By far the greatest part of the 
text deals with the intervertebral disc, since, 
as is made apparent in the introduction, this 
is by far the most common cause of low back 
pain. The material is presented in such a 
fashion as to make for easy reading and full 
understanding. A profuse bibliography pro- 
vides the reader with many excellent refer- 
ences if further detailed study is desired. 

A monograph of this kind is of much value 
to the general practitioner. It will provide 
him with the proper approach to the some- 
times very difficult syndrome of low back 
pain. 

ALLAN B. HIRSCHTICK, M.D. 


Seventy-five Years of Medical Progress, 
1879-1953. Edited by Louis H. Bauer. Phila- 
delphia: Lea & Febiger, 1954. Pp. 286 Ports. 

This concise, convenient volume presents 
a view of medical practice and its recent 
advances as seen through the eyes of lead- 
ing members of the profession in America. 
It originated in a set of papers prepared for 
the First Western Hemisphere Conference of 
the World Medical Association and was de- 
signed to represent the nineteen recognized 
medical specialties plus general practice. 

The result is a happy one. The distinction 
of the contributors alone would entitle their 
opinions to more than passing notice. For 
example, if one is seeking a bird’s-eye view 
of surgical progress, he can find under one 
cover essays on anesthesiology by Beecher, 
proctology by Hirschman and surgery by 
Blalock and DeBakey. It is the pride of prep- 
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aration and high quality of thought, however, 
that give the volume its true value as a book 
of reference, no less than of inspiration. 
Although the papers are synoptic, as they 
should be, a number include extensive docu- 
mentation. Others, like Dr. Bartemeier’s con- 
tribution on psychiatry, are concerned with 
changing attitudes of the profession toward 
a given specialty. 

A contribution of such high historical val- 
ue marks an auspicious beginning for a new 
world medical fraternity. It is perhaps a pity, 
therefore, that only American contributors 
are included, even though their outlook is 
true to the university of the healing art. 
Still, we miss the peculiar apercus of other 
national schools and the more genuine inter- 
national flavor they could impart. 


The bulk of this printing is to be presented 
to the graduates of American medical classes 
of 1954. While this is commendable, it will 
be regretted that the plan will leave only a 
limited number of copies for sale to the lay 
and professional public. 


MAX THOREK, M.D. 


La Chirurgie a Deux Equipes dans le 
Traitement des Cancers Pelviens (Two-Team 
Surgery in the Treatment of Pelvic Cancers). 
By A. Ameline, J. Huguier, P. Moyse, and Y. 
Chatain. Paris: Librairie Arnette, 1950. Pp. 
160. Illustrated. 


A simultaneous abdominal and _ perineal 
approach in pelvic intervention is the pro- 
cedure advanced in this concise monograph. 
Such a synthesis would seem to be inevitable 
in view of the incontestable advantages of 
each of the approaches, so well known to 
experienced abdominal surgeons. Alterna- 
tives in the past have included the several 
mixed approaches, as well as multistage op- 
erations in which abdominal and perineal 
approaches are used consecutively. The si- 
multaneous approach has not been over- 
looked, of course; it was used in Japan as 
early as 1923. 


The present volume is concerned chiefly 
with the operative technics developed by the 
authors since 1948. Short theoretical and 
anatomic discussions present the rationale 
of these procedures in a concise and read- 
able form that makes for quick and easy 
comprehension. 


The contents are limited to three types of 
intervention: (1) operation for rectal cancer, 
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(2) radizal colpohysterectomy and (3) radi- 
cal cystectomy. In the rectal section, the 
two types of procedure are amputation and 
resection. Technics are described in detail 
for male and female, and amputation in the 
female patient is given both with and with- 
out hysterectomy. An introductory anatomic 
section describes the surgical sheath and 
appendages of the rectum, illustrated with 
drawings and embryologic sections. The con- 
clusion is that double-team intervention as- 
sures more thorough ablation of the cancer- 
ous rectum in its entirety, together with its 
sheath, as well as proper hemostasis and 
adequate excision of the rectal appendages. 
The double approach also minimizes shock 
due to changes in the patient’s position; fa- 
cilitates exploration and the decision between 
resection and amputation; makes for freer 
procedure with direct visualization of both 
hemostasis and operation; allows easy and 
strict peritonization, and obviates all bone 
resection. It is suggested that the double ap- 
proach may also be useful in colorectoplasty. 

The section on colpohysterectomy is pre- 
sented in similar fashion, the detailed ac- 
count of technic following an anatomic 
review. In discussing the double-team ap- 
proach to gynecologic procedures, the au- 
thors point out that they do not consider it 
a high approach with an accessory perineal 
approach, but a low approach with the con- 
venience and security of a high approach. 
They also include a list of their own ex- 
panded indications for operation in cases of 
uterine cervical cancer and cancer of the 
corpus uteri, even reporting cures of Stage 
IV cancers extending to the bladder or rec- 
tum. In view of the facility of procedures 
with the double approach, they also counsel 
against attempting to operate on tumors that 
are too far advanced. 

The chapter on cystectomy is the contribu- 
tion of Drs. Michon and Delinotte, who em- 
phasize the fact that the double approach 
greatly enhances facility in various urologic 
procedures. They even resort to the phrase 
“facilité dérisoire” in referring to the Goebel- 
Stoeckel operation for urinary incontinence. 

It remains to call attention to the profuse 
technical drawings of M. Delpech, to which 
the book owes a major part of its effective- 
ness. 

This is a book that will richly repay care- 
ful study on the part of abdominal and 
gynecologic surgeons. 


MAX THOREK, M.D. 





Abstracts from Current Literature 








Cesarean Section; Another Technic of Low 
Cervical with Extraperitoneal Drainage, Vise, 
G. T.: South. M. J. 47:293, 1954. 

There are four types of cesarean section 
in use today: (1) the classic; (2) the low 
cervical; (3) the extraperitoneal, and (4) the 
cesarean hysterectomy. To these the author 
adds a fifth, which he describes as a low 
cervical section with extraperitoneal drain- 
age and which, in his opinion, will fill all 
needs and largely replace the extraperitoneal 
and the cesarean hysterectomy. 

His method is a transperitoneal low cervi- 
cal section with a puncture wound through 
the lower uterine segment. The lower seg- 
ment is opened transversely with the index 
fingers without cutting the lower uterine seg- 
ment. After delivery of the fetus and closure 
of the lower uterine wound, an extraperi- 
toneal penrose cigarette drain is easily in- 
serted through the vesical space. 

In those cases in which Dr. Vise is certain 
that a delivery from below cannot be accom- 
plished, he tries to do the section as near 
the time of delivery as possible. He follows 
his patients by repeated vaginal examina- 
tions and does the cesarean sections when 
the cervix is thinning out and beginning to 
open. 

Patients not definitely requiring cesarean 
section should have a given trial labor. The 
over-all high rate of cesareans will be low- 
ered only when the physician himself knows 
that he can safely do a section late in labor 
in a case of infection or potential infection. 
Trial labor should be true labor, with good 
pains at regular intervals, growing progres- 
sively stronger and closer together. A trial 
labor is not complete unless the membranes 
rupture, or are ruptured artificially when the 
cervix has almost fully dilated. 

The author prefers spinal anesthesia and 
also likes local and caudal which he feels 
are safe for the baby. He prefers ether for 
general anesthesia. 

In his opinion the advantages of his modi- 
fied low cervical cesarean section with the 
use of an extraperitoneal drain are as fol- 
lows: 

“1. It is easy to do. 

2. It is almost bloodless as far as ce- 
sareans go. 
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3. It helps prevent peritonitis and cel- 
lulitis. 

4. There is less need of blood transfu- 
sions. This is especially advantageous 
to the Rh-negative woman. 

5. There is less chance of bladder injury 
than in extraperitoneal sections. 

6. There is less chance of ureteral injury 
than in extraperitoneal sections. 

7. Delivery is easy and there is time to 
give needed attention to the resuscita- 
tion of the infant without neglecting 
the mother. 

8. The surgeon has access to the uterus 
and adnexa and visualization of the ab- 
dominal viscera if this is desired. 

9. A transverse opening in the uterus is 
more easily closed than a longitudinal.” 

HENRY J. ROSEVEAR, M.D. 


Fifty Large Incisional Herniae Treated by 
F. Langenskiold’s Operation. Langenskiold, 
A.: Acta chir. Scandinav. 106:417, 1954. 

The author reports 50 cases in which large 
ventral hernias were operated on between 
1943 and 1953 by F. Langenskiold’s method. 
Langenskiold described the method as fol- 
lows: “The cutaneous scar is removed care- 
fully, the hernial sac is opened with several 
parallel incisions, so as to create a number 
of strips about two centimeters wide, which 
are detached at one end, alternating between 
right and left. The peritoneum is closed, if 
possible, the strips are drawn through holes 
about two centimeters from the opposite mar- 
gin of the orifice of the hernia, and tautened 
so that the margins can be sewn together.” 
Then the strips may be folded back and 
fastened with additional sutures over the 
first row of sutures, or they may be tied to- 
gether two and two, the ends then being 
sewn to the fascia. 

In 29 of the 50 operations more or less 
extensive intra-abdominal adhesions were ob- 
served, and in 3 cases the intestine was per- 
forated at operation. All 3 patients were 
cured. The number of strips made out of 
the scar plate varied between 2 and 9, the 
average being 5 or 6. Statements on separate 
closure of the peritoneum were not regularly 
made in the operative reports, but it seems 
that this was impossible or partly unsuccess- 
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ful in more than half the cases. 

There were no postoperative deaths. Of 
the 3 patients who died at a later stage, 2 
died of heart disease, one of them five months 
and the other one year and ten months after 
the operation. One patient died of ileus three 
years after the operation for hernia. 

Infection of the operative wound with sup- 
puration and sinuses occurred in 24 cases. 
There were 7 cases of recurrent hernia fol- 
lowing this type of repair. Of the 7 patients 
in whom there was recurrence, 3 had had 
infection of the wound after the hernia re- 
pair. Of the 37 cases in which healing was 
proved by follow-up examination, suppura- 
tion had occurred in 20. Some of the patients 
in these cases had periodically exhibited silk 
granulomas and sinuses for several years 
after the operation. In 5 years there were 
signs of postoperative pneumonia and in 2 
a condition of subileus. 

If the hernial opening is circular, the re- 
pair should comprise an elliptic area reach- 
ing beyond the margins of the hernial orifice 
proper. If the disproportion between the vis- 
ceral fat and the volume of the abdominal 
cavity is too large, the operation can be 
performed in two stages without endanger- 
ing the result of the first procedure. The 
method can be recommended as a standard 
procedure for large incisional hernias. 


HENRY J. ROSEVEAR, M.D. 


The Curability of Stomach Cancer. Mason, 
Edward E.: J. Iowa M. 64:150, 1954. 

The curability of cancer is of major im- 
portance to mankind, as cancer of the stom- 
ach remains one of the commonest causes 
of death, if not the chief one. It is estimated 
that 40,000 persons die of cancer of the 
stomach every year in the United States. 

The greatest improvement in the past 
seven decades has come about through the 
extension of surgical aid to ever-increasing 
numbers of patients. There has also been 
a significant improvement in the operative 
mortality rate, which has been reflected in 
improvement of the five-year survival rate. 

All past effort to attain early diagnosis 
and extend surgical treatment still leaves us 
with a five-year survival rate of 12.2 per 
cent as reported by the University of Min- 
nesota Hospitals and 17 per cent as recorded 
at the Mayo Clinic. 

The majority of patients who come to op- 
eration for cancer of the stomach have overt 
symptoms, and very little is known, there- 
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fore, about the biologic development of gas- 
tric cancer early in its course. It is not 
known what percentage of lymph nodes is 
involved or how much of the blood stream 
has been invaded by gastric cancer during 
the months, sometimes the year, following 
the appearance of the first few malignant 
cells. 

It has been shown by others that, in re- 
sected specimens, 52 per cent of the lesions 
show evidence of invasion of the tumor into 
blood vessels. Tumor cells appearing in blood 
vessels do not necessarily mean metastasis 
to the blood stream, but the correlation may 
be high. Lymph node spread is present in 
over 60 per cent of specimens resected with 
intent to cure. If only a few nodes are in- 
volved, cure may be obtained. 

Early diagnosis remains as a completely 
untried solution to the problem. The problem 
is twofold. First, an actual decrease in the 
overall lag in time between the onset of 
disease and the operation must be accom- 
plished; second, unequivocal evidence as to 
the effect of early diagnosis on the cure rate 
must be obtained. The control series of early 
cases should actually be a series of cases 
collected by screening asymptomatic and un- 
selected members of the general population. 
With such a group of surgically treated pa- 
tients, one would expect 100 per cent opera- 
bility and a considerable improvement over 
the current 40 per cent of hospitalized pa- 
tients who undergo resection for cure. These 
persons should then be followed closely for 
five years, and the survival rate corrected for 
age and compared with the existing five-year 
survival rates. Such patients are being found 
through cancer detection center studies and 
photofluorographic surveys. 

A survey of this kind has been conducted 
by the Minnesota Cancer Detection Center at 
the University of Minnesota. Here, for each 
gastric carcinoma discovered, 3 adenomas 
were observed. Patients with pernicious 
anemia have shown a 6 per cent incidence 
of gastric polyps, and achlorhydric patients 
have shown a 8 per cent incidence. Cancer 
of the stomach has rarely been observed 
when these polyps are smaller than 2 cm. 
in diameter. When the polyps are over 2.5 
cm. in diameter, malignant change has been 
demonstrated in over 50 per cent of cases. 

Over the age of 65, gastric cancer is pres- 
ent in 1 of every 500 men in the general 
population. It is three times as common in 
the male as in the female. No patient over 
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the age of 30 or 40, however, male or female, 
should be overlooked from this point of view 
if vague symptoms of high abdominal dis- 
comfort are present. This was the initial 
symptom in over 50 per cent of patients later 
proved to have gastric cancer. 

Cancer of the stomach may develop in a 
chronic gastric ulcer or may assume the ap- 
pearance of one. Patients with this type of 
cancer, when studied as a group, seem to 
have a better prognosis than the larger group 
of unselected patients with gastric cancer. 
This may well be due to the fact that “ulcer 
cancer patients” have symptoms earlier dur- 
ing the growth of the cancer and reach the 
operating table earlier in the sequence of 
their disease. 

Those who would treat gastric ulcers medi- 
cally should review the results of a recent 
five-year follow-up of 414 cases by Cain. 
Only 20 per cent of these medically treated 
patients were permanently relieved of their 
symptoms. Thirty-four per cent finally came 
to operation, and over 10 per cent either 
had cancer of the stomach or acquired it 
during the five years. 

For many patients with gastric cancer, 
months or even years may be saved in in- 


stituting treatment if physicians maintain a 
high index of suspicion of vague upper ab- 
dominal symptoms, and if gastric ulcer is 
considered primarily a surgical disease. 
HENRY J. ROSEVEAR, M.D. 


Need Degenerative Changes in the Spinal 
Column Entail Back Pain? Bistrom, O.: Ann. 
Chir. Et Gyn. Fenniae 43:29, 1954. 

With the exception of a ruptured disc, no 
degenerative abnormality of the vertebra 
need be indicated by backache. In cases of 
osteophytosis, periosteal irritation and other 
roentgenologic deviations of the spine, only 
20 per cent of the patients in the author’s 
series had symptoms. 

The author reports a series of 151 normal 
backs from the Orthopedic University Clinic 
in Finland, to ascertain the relative inci- 
dence of deforming spondylosis without sub- 
jective symptoms. Of the patients, 86 were 
men and 65 women. Most of the patients did 
heavy manual work. 

Pathogenically, osteophytes are consid- 
ered the result of damaged or prolapsed 
nucleus pulposus. Irritation of the annulus 
fibrosus accompanies osteophytosis in the 
majority of cases. Moreover, osteophytes are 
never observed in the intervertebral fora- 
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mens or in the posterior aspects of the ver- 
tebra but are predominant in the anterior and 
lateral vertebral margins. The vulnerability 
of the vertebra is predicated upon inherent 
weakness of the anterior longitudinal inter- 
spinous ligaments. 

In 107 of the 151 patients with subjectively 
healthy backs, osteophytes were present in 
the lumbar vertebrae. Forty-four patients 
had none. Spondylosis was common between 
the ages of 30 and 40 years. There were no 
patients over 51 years of age without osteo- 
phytes. Minimal changes were noted among 
women. Deforming spondylosis predomi- 
nated in the male. 

Dise degeneration (osteochondrosis) is a 
gradual exsiccation of the disc substance 
with a resultant rupture of the annulus fibro- 
sus and diminution of disc material. This 
entity (disc degeneration) occurred in 39 of 
the author’s series of 151 patients, 19 of 
whom were female and 20 male. The demon- 
strable age peak was between 51 and 60 
years. Multiple disc involvement was mani- 
fest in the older patients. The writer as- 
serts, however, that disc degeneration is not 
conditioned by age, sex or occupation. 

Schmorl’s nodules indicate a ruptured disc 
whose nuclear substance penetrates the an- 
terior body of the vertebrae, undergoes car- 
tilaginous transformation and hence pro- 
duces a small nodular roentgenologic defect. 
Its discovery does not depend upon a painful 
lesion. This entity was noted in 28 patients, 
none of whom had backache. 

Scheuerman’s disease, according to the 
author, is associated with ruptured disc. 
This disease is a growth disturbance in the 
end plate of the vertebrae. The lesion occurs 
commonly in the thoracic part of the spine, 
but also in the upper lumbar vertebrae. 
Kyphoscoliosis may develop. There were 15 
patients who did not at any time complain 
of painful backs. 

Osteoporosis of the spine was encountered 
in 49 of the 151 cases studied. The disease 
was usually associated with spondylosis and 
disc degeneration, especially in the elderly 
patients. 

S. L. GOVERNALE, M.D. 


Metastatic Carcinoma of the Thyroid Suc- 
cessfully Treated with Thyroxine. Balme, B. 
W.: Lancet 1:812, 1954. 

This is an interesting report of a case of 
well differentiated thyroid carcinoma with 
numerous functioning pulmonary deposits 
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which proved resistant to radioactive iodine 
but which responded to prolonged treatment 
with thyroxine. 

Regression of the pulmonary metastases 
after thyroxine treatment was indicated by 
clinical improvement and by definite clearing 
of the roentgen shadows. 

Carcinoma of the thyroid that responds, 
like simple goiter, to thyroxine must be well 
differentiated and dependent to some extent 
on pituitary thyrotrophic hormone. That the 
metastases to the lung were histologically 
and functionally similar is indicated by the 
fact that the patient was euthyroid despite 
total thyroidectomy. 

Regression of the metastases after thyrox- 
ine treatment indicates the dependence of 
these thyroid deposits on normal thyro- 
trophic stimulation from the pituitary also. 


THOMAS WILENSKY, M.D. 


Childhood Thyroid Carcinoma in Western 
Europe. Winship, T., and Chase, W., Arch. 
Chir. Neerland. 5:253, 1953. 

Forty-two cases of thyroid carcinoma oc- 
curring in children of Western Europe are 
reported and compared with 188 cases col- 
lected in the United States (total 230). The 


combined population of Western Europe is 


about double that of the United States. In 
Europe 57 per cent and in the U.S. A. 66 per 
cent of the patients were female. In 5 cases 
of the American series the tumor was present 
at birth. No carcinoma in thyroid nodules 
is reported from Europe, while 29 per cent 
of the clinically nontoxic nodular goiters in 
American children contained carcinoma. 
Average duration of symptoms before treat- 
ment started was 3.4 years in Europe, 2.2 in 
America. Forty-three per cent of the Euro- 
pean children had metastatic carcinoma at 
the time of diagnosis; no data from the 
United States were available. Twenty-two 
per cent of the European and 52 per cent of 
the American group had lesions diagnosed 
as papillary adenocarcinoma. 

Methods of therapy were varied but simi- 
lar in the two groups. Irradiation was 
equally common, but while radium was the 
frequent source in Europe, external irradia- 
tion and the use of radioactive iodine were 
the more prevalent methods in the United 
States. In general, operation for thyroid car- 
cinoma is less radical in Europe than in 
America. No conclusion can be drawn as to 
results. Mortality rates are generally high. 

The largest number of thyroid carcinomas 
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occurred in England, a non-goitrous area. 
Only 2 occurred in Switzerland, a goitrous 
area. 

S. A. GUEUKDJIAN, M.D. 


The Late Results of Combined Surgical 
and Radiological Treatment of Mammary 
Carcinoma. Scholte, P. J. L.; Korthof, G., 
and Suermondt, W. F., Arch. Chir. Neerland. 
5:317, 1953. 

Regional metastasis to the axillary glands 
—with infraclavicular, supraclavicular and 
mediastinal spread—is not the only second- 
ary manifestation of mammary carcinoma. 
Primary lymphogenous metastases in the 
parasternal glands along the internal mam- 
mary artery occur in 25 per cent of all cases. 
On this basis some surgeons consider Hal- 
sted’s radical operation not radical enough, 
and Adair has recommended extensive re- 
section of the breast with the underlying 
muscle, as well as excision of the axillary 
glands, the axillary vein and the parasternal] 
and supraclavicular glands, with resection 
of the clavicle, if necessary, and resection of 
the ribs to which the primary tumor is at- 
tached. He reports a five-year survival rate 
of 43.5 per cent. The authors claim that effi- 
cient radiotherapy combined with operation 
is more satisfactory than such extensive re- 
movals. 

Follow-ups in 247 cases on three-year, 
five-year and ten-year survivals are reported. 
Fifty per cent underwent operation with 
after-irradiation, and 50 per cent pre-irradi- 
ation, operation and after-irradiation. The 
results showed no differences in the two 
groups; in general, however, operation with 
after-irradiation only is preferred. 

The results obtained by operation com- 
bined with radiotherapy are better than 
those obtained by surgical treatment alone, 
and the results obtained by Halsted’s opera- 
tion combined with radiotherapy are identi- 
cal with those obtained by extensive surgical 
procedures combined with radiotherapy. The 
authors conclude that at present the best 
form of treatment for carcinoma of the 
breast is Halsted’s operation plus efficient 
radiotherapy; this has yielded a five-year 
survival rate of 45 per cent. 

S. A. GUEUKDJIAN, M.D. 


Curling of the Oesophagus. Van Exter, 
P., and Keet, A. D. Jr.: S.A.M.J. 28:206, 1954. 
“Curling” is a noncommittal term applied 
to a single esophageal dysfunction of un- 
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certain cause and manifested by a variety of 
roentgenoscopic appearances. The reports of 
numerous observers have produced many 
colorful descriptive terms, including “rip- 
pling esophagus,” “corkscrew esophagus,” 
“multiple functional diverticula,” ‘“segmen- 
tal spasms,” “ladder spasms” and “rosary 
esophagus.” 

In a minority of cases the condition may 
give rise to dysphagia. The diagnosis is eas- 
ily missed if the radiologic study is inade- 
quate, in which case hysteria or psychoneu- 
rosis is commonly suspected. 

It is usually encountered in elderly patients 
and not uncommonly in persons with Parkin- 
son’s disease. An imbalance of the related 
neuromuscular mechanisms, both local and 
central, has quite naturally been suspected 
as the cause of this disturbance. 

The treatment is empiric. Mild sedatives, 
antispasmodics and instrumental dilations 
have been employed with questionable bene- 
fits. The writers of several reports have been 
impressed with the value of benzedrine sul- 
fate administered orally. 

THOMAS WILENSKY, M.D. 


Bicipital Tenosynovitis. Yedinak, P. R., 
and Holbrook, B. G., Rocky Mountain M. J. 
51:185, 1954. 

The frozen shoulder syndrome or painful 
shoulder is a serious disability. Fracture, 
contusion, a fall on the outstretched hand, 
heavy lifting, etc., may precipitate the syn- 
drome. Injuries to the tendon of the long 
head of the biceps or its bony compartment 
usually go unrecognized. A painful, frozen 
shoulder develops, with temporary or perma- 
nent limitation of motion and concomitant 
muscular atrophy. 

The pathologic conditions are: fibrous ad- 
hesions of the sheath of the tendon to the 
bicipital groove of the humerus; edema; a 
frayed or disrupted tendon; granulation in- 
filtrating the groove (tendinous area); bony 
proliferation on the floor of the intertuber- 
cular sulcus, and decalcification of the 
greater tuberosity and the shaft of the hu- 
merus. Other anatomic changes in the frozen 
shoulder are a gliding effect of the cuff mus- 
cle impeded by lymphatic and venous stasis 
and serofibrinous exudate, which later be- 
comes organized and develops into a rigid 
fibrous adhesion, with resultant limitation of 
scapulohumeral motion. 

The authors strongly emphasize the impor- 
tance of proper diagnosis of the tenosynovi- 
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tis and the recommended therapy. Preven- 
tion of permanent disability is based upon 
early recognition of the condition and imme- 
diate institution of medical care. They rec- 
ommend a vigorous nonoperative treatment: 
progressive exercises, procaine injections to 
the “trigger point’ and stellate ganglion 
block. Manipulation of the shoulder joint is 
condemned since it has often resulted in 
disastrous tearing of the musculotendinous 
cuff. In advanced stages, the authors advise 
surgical intervention. 

The operation preferred is transplantation 
of the ligament of the long head of the biceps 
to the tip of the coracoid process and the 
tendon of the combined heads of the coraco- 
brachialis and short biceps muscle. 

The author reports a series of 5 cases. One 
patient, treated conservatively, responded 
exceedingly well. The other 4 failed to re- 
spond to medication, and satisfactory results 
were achieved only after a tendon transplan- 
tation. 

S. L. GOVERNALE, M.D. 


A New Method of Exploration of the Bil- 
iary Tract (Une nouvelle méthode d’explo- 


ration des voies biliares). Nadal, R., and 
Vigneau, J.: Presse Méd. 62:293, 1954. 

The authors report their experiments with 
a new contrast medium containing 64 per 
cent iodine, administered intravenously for 
cholangiographic study. The solution used 
is N-adipino-di (3-amino-2, 4, 6, triiodo phe- 
nyl sodium carbonate). No untoward effects 
were observed after constant use of this me- 
dium for six months. 

The authors consider Abreau’s right dorso- 
oblique position most suitable for cholangio- 
graphic examination. With obese patients, 
and in cases of compression, the ventral po- 
sition is preferred. 

Experiments on a group of patients with 
normal biliary function (as proved by pre- 
liminary cholecytographic studies) have 
shown that the new opaque medium traverses 
the liver very rapidly, first filling the intra- 
hepatic and extrahepatic bile ducts. Such 
early opacification gives valuable informa- 
tion on the position, distribution, form, cali- 
ber, permeability and physiologic function 
of the ducts. Roentgenograms are taken at 
fifteen-minute intervals. 

The indications for intravenous cholangio- 
graphic examination are: cholecystitis, cho- 
lelithiasis, abnormalities of the gallbladder, 
internal biliary fistulas, primary or second- 
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ary biliary dysfunction and conditions asso- 
ciated with cholecystectomy or gastrectomy 
performed earlier. The intravenous route is 
contraindicated in Grave’s disease, iodine 
hypersensitivity, liver dysfunction, acute 
nephritis and uremia. 

Encouraging results have induced the au- 
thors to continue using this new method. 


S. A. GUEUKDJIAN, M.D. 


Cesarean Section: Another Technic of 
Low Cervical with Extraperitoneal Drainage. 
Vise, G. T.: Southern M. J. 47:293, 1954. 

Dr. Vise reports a method of doing a safe 
cesarean section after a long, hard labor. He 
uses the familiar and popular low cervical 
approach. The uterus is not cut with a knife 
or scissors; a puncture wound is made, and 
the lower uterine segment is opened trans- 
versely with the index fingers. After delivery 
and closure of the uterus, one or more extra- 
peritoneal drains should be inserted through 
the perivesical space down to the wound in 
the lower uterine segment. The bladder fold 
of peritoneum is carefully closed, rendering 
the uterine wound extraperitoneal. With the 
use of this easy method of cesarean section 
and the aid of chemotherapy and antibiotics, 
there may be little need for cesarean hyster- 
ectomy and extraperitoneal cesarean section 
for an infected or potentially infected pa- 
tient. 

Apparently too many cesarean sections are 
being performed. Fear of complications and 
fear of increased mortality rates makes sur- 
geons resort to elective section in too many 
“borderline cases.” Most women will deliver 
normally if allowed adequate time to do so. 
This method has its advantages if a section 
is necessary. 

EDMUND LISSACK, M.D. 


“Failed Forceps”: A Review of 100 Cases. 
Gadd, R. L.: Brit. M. J. 1:735, 1954. 

This review of 100 consecutive “failed for- 
ceps cases” admitted to St. Mary’s Hospital 
in Manchester, England, from 19438 to 1951, 
reveals that the incidence fell from 3.2 per 
cent to 0.5 per cent of the total number of 
emergency patients admitted. 

The commonest cause of failure was the 
undilated cervix. This accounted for 39 per 
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cent. The maternal mortality rate was 2 per 
cent and the total fetal mortality rate 28 
per cent. Pyrexia was noticed in 18 per cent 
of the cases. 

EDMUND LISSACK, M.D. 


A New Technique of Bronchography with 
a Sulphanilamide Suspension of Lipiodol 
(Une nouvelle technique bronchographique 
a Vaide d’une suspension de lipiodol sulfa- 
nilamide). Scarinci, C.: Presse Méd. 62:294, 
1954. 

Without the inconvenience of too rapid 
distribution and deposition in the alveoli, 
lipiodol would be the best contrast medium 
for bronchographic study. A new form of 
lipiodol with a _ sulfanilamide suspension 
overcomes these inconveniences and results 
in excellent bronchial impregnation without 
stagnation. 

The technic of administration and anes- 
thesia remains the same. Just after screen- 
ing and the taking of roentgenograms the 
patient is asked to cough; this causes expul- 
sion of the greater part of the contrast me- 
dium. The unexpectorated lipiodol is then 
completely eliminated by the body in forty- 
eight hours. Forced inspiration provides 
better pictures. 

Excellent illustrations enrich this article. 


S. A. GUEUKDJIAN, M.D. 


Local Ambulatory Treatment of Chronic 
Leg Ulcers with Hyaluronidase, Plasminogen 
and Antibiotics. Spier, R. I., and Cliffton, 
E. E.: Surg., Gynec. & Obst. 98:667, 1954. 

The authors present a rapid ambulatory 
method of local treatment using enzymes and 
antibiotics to débride, combat cellulitis, im- 
prove local circulation and promote epithe- 
lialization in chronic ulcers to augment 
operation and other general measures which 
reduce stasis. 

Hyaluronidase promoted epithelialization 
more rapidly. Plasminogen was valuable in 
the preliminary débridement of ulcers with 
necrotic bases. Antibiotics added to these 
enzymes helped to combat local cellulitis. 

This procedure has been successful in 
many cases where the ordinary methods 
failed. 

EDMUND LISSACK, M.D. 
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